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PELVIS 
JOINTS IN THE PELVIS :. 
wae Wee 


* Symphisis Pubis 


7» Fibexadilaqinous Toit 
+ Sacxeilliae Joint 


Synovial Joint 


* Saewoeoceygeal Toink ——e Synovial Hinge Joint 


‘False Pelvis + False palvis les above the pelvic brim and las no obstebics signifies 


"Тие Раме + Tre pelvis lies below the pakic brim and plays an impertant vole in йды 
меуге 


DIAMETERS OF PELVIS 


Pelvis Diameter ( cm) 


Anteroposterior Transverse Oblique 
Pelvic Inlet 11 13 12 
Pelvic Cavity 12 12 12 
Pelvic Outlet 13 11 - 


Obstetric 


conjugate 
(11.5 от) 


(D TRUE CONJUGATE /AUATOMICAL CONTUGATE : . 14cm 
ns VA uà س ہہیا صصص‎ measured from the midpoint of 
sacral promontory to tha upper border 


of pubic symphysis- 
DÆBSTETRIC CONJUGATE : - 10 + 10-Sem 
nnn neh mest important antewpasterion diameter of tne pelvic inlet 
+ Fetus passes trough this diameter 
4° smallest A Pdiametor 
+ Measured from symphysis pubis 4s the middle of sacral promontory 
@ DIAGONAL CONJUGATE :.12-5em 
ММА w^ . Measured from the HP of sacral promontory do the lower bovder 
of pubie symphysis. 
(D TRANSVERSE DIAMETER : . 13 {o 13-Sem 
* Distance between the farthest tuo points on tie iliopectineal line. 
+ Largest diameter of the pelvic inle and lies 4cm anterior to tha 
promontory and Fem behind the symphysis 


© овиаок DIAMETERS OF PELViC INLET * . (2em 
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SUTURES : 
n 
Anterior 
Sagittal fontanelle 
Coronal suture Posterior „ме 
suture fontanelle 
- 5 \ Posterior 
Anterior $ Occipital j fontanelle 
fontanelle | bone 7 
---—— Occipito- 
| frontal 
i diameter 
Frontal ———— === — (11 ст) 
suture |. x | / 
V Y. Nv Occiput 
N | Suboccipito- 
V » bregmatic 
Frontal —  Lambdoid — a Ь diameter 
bone suture 1 Submentobregmatic (9.5 cm) 
Parietal TR diameter (9.5 cm 
bone Biparietal Supraoccipitomental f ) 
diameter diameter (13.5 cm) 
(9.5 cm) 


B 


OUTLET 


MOULDING: alteration of tne shape of the fore- coming head while passing rough the resistant 
birth passage аа labor. 
GRADING : Thee ara 3 qpadings: 
# GRADE 1: Bonas touch but not ovarlap 
* GRADE 2: Overlap but easily seperated 


^ GRADE 3: Fixed overlapping 


DIAMETERS OF FETAL SKULL: 
ي‎ 


Anterior ә red ^ 
fontanelle 1 f 
" © Biparieiel Diameter 4.4.50 
+ Extends between 
two parietal 


owe ™ 
WA. PIN > 
ү ` ^D Posterior 
E^ us x^ ^ / fontanelle 
DH LULA [ . 
n X A ] eminence. 
У 222 ©-5г----- fF - \— Occipito- (2) Supersub parietal diameter —» 8-Sem 
23 ү, frontal extends from а point placed below one 
TA, diameter рр 
X. / (11cm) Parietal eminence to а point placed above the 
7 r А Е М 
в 4 1 Occiput Mat parietal eminance of the oppoite side 
x a +. 
+ Distance between 
antewinferior ends of 
the coronal suhwes. 


Ps 
ر‎ Suboccipito- 
bregmatic 
diameter 
Сва diamaber — бет 
+ Distance between the tip 
of maskid process 


1 ” Submentobregmatic (9.5 cm) 
diameter (9.5 cm) 


Supraoccipitomental 
diameter (13.5 cm) 


B 
&; Sf both ala of saccumb bone ave absent, pelvis is called as: 


ау Naegele Pelvis 
6 nd Pelvis 
ROBERT'S PELVIS 


dy Rachitic Pelvis 
sol. «One ala is absent - pelvis م‎ : 
* Bol ala of saccumb axe absent — pelvis —4 
+ Both ave varieties of contracted pelvis and in both caesarean delivery 
is done. 
& CPD is best assessed by: 


ay CT Sean 
by Ultrasound 


о Radio d 


8; Information cbtained by lateval plate Xray pelvimelry ave all except: 
ay Sacval Curve 
ke True conjugate 


5 т сч of the pelvis 


& Which type of раме it associated wilh increased incidence of FACE То Рори" Delivery 1 
D GYNAECOID Pelvic 
J MVTHROPOID Pelvis 

© ANDROID Felvs 

4 PLATYPELLOID Pelvis 


DIFFERENTIATING Bio MALE 4 FEMALE PELVIS 
aaa  M Mu AM hamnan 


FEMALE MALE 


* Bones heavier, thicker 

* False pelvis is deep 

* Pelvic cavity is narrow & deep 

* Pelvic inlet heart-shaped * smaller 
* Pelvic outlet comparatively small 

* Subpubic angle more acute 

* Coccyx less flexible, more curved 


* |schial tuberosities longer, face 
more medially 


GED Basics Û Kepyeductic: m 
ANATOMY 4 FUNDAMENTALS OF REPRODUCTION 
Female Extemal Genitalia: 


(D Nons Pues — inverted Ale ave above pubic symphisis , also called 
Groun of this area — PUBARCHE ~» andvogen dependant 


seqwence or enr — (5) (Т) Ф) (M) 
< | М CT -—— 
ESTROGENIC = : menses } ESTROGENIC 
BE js 
+ Pubarche 
EP ا‎ ndi pesi уйы 
Breast A 
Estrogenic 


@ CLITORIS: origin: Genito) Tubercle 
Epi tne liu Shotified Sayuamous Keralmised 


Bleed. Supply and dorso) arteries dy «ны 3 from intemal pudendal 
& Lymphatic Drainage : DEEP INGUINAL LYMPHNODES —». Body 


$LN of cioaver? ` Glaw 
+ Gurae 
SUPERFICIAL INGUINAL L'N — -Prepuce 
+ Frewalum 


# Sentmal LN fx vulval canazy — Inquinal LN 


© LABIA MINORA —». originates : from gevitel 18 / олем) Qld: 
* homologous <> panle urera $ ventral past of penis 
-LN : Deep ingumal 
@) + fpiluelium : j Strodified sayuamous non keralinised 2 macial to 


HARTS 
y Shalified syuamow Kerativised > Labero) te [ T 


© Vestibule: Opening in Ertemal geritalia 
Origin : Urogenital Sinus 
Opeving in Vestibule : 


5 Uvethral Opening — origin: uregenitol sinus 
length: 4em 
Diameter : 6mm 
Epithelium : upper 2/з'Ф —» Transitional ep helium, 
lower l/d — Shalifie) <auamouw 
nen Havralmised 


Чу Favaurethval gland /skene’s gland — Location : 10 clock to vestibule 
44'0 Clock 
Homologous : Prostate m O° 
Origin: UGS 
function: Lubrication 


ш) Vaginal Opening — Origin : sinovagine) bulb pot of ues} 
P4 


Г. i Commeule 4— b Hymen 
[тойи nymen] | Муен Готие O Epithalium of complete vagina 


Vg 2 mulleriow duct 
А 3 Sinovaginal Bulb $ 0463 


Му Fossa памі Шат — carry Bartholins duck opening x 2 


-compound vacamase gland , dem in size (homologous fo COWPER’S GLAND 
-also called м greater мера glands 
+ location: 570 clock 1 in vestibule 
70 Clock 
+Sitnated in SUPERFICIAL PERINIAL POUCH 
+ pH ¬ alkaline 
+ function — Lubrication C@ sexual excitement) 


T: Posterior Lateral | SKENES суєт 5 felenol Lateral 
Ru: Marsepialization Copen + evert) $ only fr  sqmplomahie patients 
Asymphomatic yst — No Re3 


Bartadin Abscess : Р Permak 
Др] | peel 
ar easrplomadic 


© Labia Maja > - origin > Genital swelling / pedal swelling CLabio seoba swelling Y 
+ Homologues —e Solum in OF 


+ WiU hae => Labia Minor 
amnanan 

Аресйпе glands — x 

Erna glands — —9 x 

sweat glands — x 

Seboreous Glands —a ص‎ 

Haiv follicle — x 


* LN Superficial Inguna) Lymph node 
Round Li 
/ асу 


v 
N Levna we muscle 


d 


Posterior Соттізциє. 
above [Pexinaal Body 
+ Obslabic Fexinium 
fu: Support Чо internal organs 


— i) Superficial Travoverse Pevineii C25 
lj Deep Tremwverse Pesineli C27) 
tb levator Ami C2) 
iy Bulbospongiosis <2> 
v Extemal Anal cpbinchue 
(KIEGELS EXERCISE) : prevents prolapse {not a treatment 3 


[ROUND LIGAMENT — Homoleque = Gubernaculuon 
Le The ligament that pulls 
doum unde scent testes fo sexotum 


FEMALE EXTERNAL GENITALIA 


т ж e —— —— 
Р. س‎ 


AE 


-N 
*€ - 


— 1 
4 


di 


Mons pubis 
Clitoral hood 
Clitoral gians 
Labia menora 
Labia majora 
Urethra 
Vagina 

Anus? 


DNOUVSUN= 


“Ik is decided by — aka, " SEx RELATED REGION Present on 


M" пама Y CHROMOSOME or 


lt is present on TESTIS DETERMINING FACTOR” 


TURNER'S SYNDROME : 45Х0 — Since Y chromosome lacking they axe 
Consideved as Female. 


KLINEFELTER'S SYNDROME —> 43 XXY - Since У chromosome present they 
ave considered as Male 


# inspite of à Chromosome, stil we consider as 
Male because of presence of Y Chromosome. 


* Apart from main SRY gene,following genes helps in differentiation of testis and ovary 
they ave ; a 
e which favours Testis development — S0x -4 


2. беле which favours Ovary development — RSPO - 4 
WNT -4 


BEST METHOD of Sex delexminalion : KARYOTYPING 


* It is best investigation fov sex 
determi nakın 


* It is best investigation for 
detecting any defect in a 
chromosome number 


k/a ANEUPLOIDy 


ANEUPLOIDY 
{ « 1 ] i (( tania ру ا‎ Monosomy 
E. o. ga б — ' Само. = 64 Chy.No.=47 One less 
UH yp ie Kx K chromosome 


Chr.No = 45 


Karyotype Down Syndrome ^ Female 
(id) used, fov sex determination — Looking ak External genitalia 


AMBIGOUS GENITALIA - when sex of the baby cannot be determined by looking 
at External genitalia 


Other methods: of SEX DETERMINATION — i by counting number of BARR BODIES 


г 
(Ne. of Вауу = Total no. of. -4 ] 
Bodies Chromosome 


4. Киме felter Syndrome 
ids (43 xxv) 


EMBRYOLOGY 


Gonads do Se cells External genitala 

Y Y 
Genital Ridge Genital Ridge Epiblast Dovso Somatic park of Lateral 
plate mesoderm 
M ' 
Ток mediate Notochord ` parcaxial 
mesoderm mesoderm 
d plale 
mesoderm 


H> urogenital system — Most of it is mesodermal ovigin 


\ntermediake mesoderm —> forms GENITAL RIDGE ( Swks of Gestation) 


ال 
Gonads * Renal system‏ * 
Ducks‏ * 


Lateral Plate Mesodeym — Dorsosomaric parts form —> External genitalia 
except — Those parts which develops from urogenital Sinus 
Will be Endodermal origin 
upper part of vagina —> Mesodev mal origin 
Lower part of vagina —> Endodeym отідіп 


GONADS - till 6wks ave BIPOTENTIAL——> They can either differentiate 
into Male gonads ov Female gonads 


“Ub develops from Genital Ridge (in Mullevian Agenesis — ovaries will be ®) 
Since ovaries develops from Genital ridge 


` diffeventiation of gonads depends upon: SRY Gene 


Cortex of genital‏ * ا سے 
Medulla of genital үйде forms ovary‏ * 


ridges font testis Present Absent 
* ovary formed by 


4 
* Testis formed by “у! chvomosome © 'Y' Chromosome E Swks 
Чок SN absent 


The first feature which differentiates bjw Testis and ovaries 
is Formation of Testicular covás. 


CONCEPT : 
1. Ovavies are. formed dft absence of ‘Y'chromosome 
In TURNER'S Syndrome — Gonads — Ovaries 
2.BUT — for proper development of ovaries both `Х' Dom ave needed 


In TURNER'S Synd (45x0) = Ovaries ave not Properly developed 
ka ‘STREAK GONADS’ 


GERM CEUS 
ж originates from EPIBLAST 
ж They ave also BIPOTENTIAL 


—— اسم 
%у' chromosome present ny? ч Absent‏ 
Y‏ 
forms SPERMATOGONIA forms Oogonia, 46 Хх ov 44 + XX‏ 


46XY ov 44 + XY 
SPERMATOGENESIS 
—————› Spermatogonia 
(46 xy) 
— Primary spermatocyte (46ху) 
MEIOSIS І 


Q — Secondary spermatocyte 
93у 
к MEIOSIS 17 


Q3x aor ا‎ О a3y 
Spermatids 


азу 
d Transformation of spermatids kfa $ 
9 КА. Sperms 


‘ae E 


IMPORTANT POINTS ON SPERMATOGENESIS 
1. Begins ak puberty 
2. # From 1 primary spermalocyte —> 4 sperms ате formed, 
ж From 1. Spermatogonia —> |6 Primary Spermalocytes ave formed. 
ж From 1. Spermatogonia — 16 x4 = 64 sperms ave formed 
3. Time taken for Spermatogenesis — 42-74 days 
(Time in ductal system before ejaculating — 14-16 days) 
4. Avg. Number of sperms produced per day — 100 millions /day 
SPERMIOGENESIS 
* Transformation of spermatids into sperms 


ж No mitosis / No meiosis 


* Time Taken : 12-14 days 


Райз in spermatids | in sperms | 
Nudear materials Heads 
Golgi Body Acvosomal caps 


Mitochondria Middle piece 
Micvotuble / Centriole Tail / Axial filament 


а + > Arrangement 
sperms lack Endoplasmic Reticulum especially ROUGH ER 


SPERMS 
* Length —? 55 microns я lon for motility ¬ Calcium 
* Fevtiliazgable span —> A$-3ahvs * Speyms Yemains motile 

in Female Genital 18 һу 
* Sperms attain motility | Caudal end track 

and maturity of Epididymis 
* Time taken by sperms 
ж Genes fov motility — CAT SPER oe ampulla of S0 wins 
e 


HORMONAL SUPPORT DF SPERMATOGENESIS 
> Hypothalamus 


Synthesis by > ARCUATE Nucleus 
GnRH ——? 


Released in a — PULSATILE 


Anterior 
pituitary Роу pulsatility —? KISSPEPTINS 
KISS IR, 
T vi Ove on GnRH 
SERTOLI Cells | LEYDIG Cells |теѕтіє 
Ove 
INHIBIN -B TESTOSTERONE 


Q. Main Hormone needed for spermatogenesis —> TESTOSTERONE 
LH Receptors in Male —> LEYDIG Cells 
FSH Receptors in Female —> SERTOLI Cells 
Arvangement of Cells 


Г U^ Leydig cells 
Geren 


Blood vessels 
end T cells 
Csustenticulay cells) 


Q. Blood testis Barviey is formed by 
SERTOLI CELS 


Q. Cells lying outside blood. testis 
barner is LEYDIG CEUS 


OOGENESIS : Begins in Intra Uterine Life 
Q —» OOGONIA 46хх от 44* XX 
{ Mitosis 
O —э PRIMARY OOCYTE 46 XX 


| meiosis 4 but it gets arrested in DIPLOTENE Stage of PROPHASE 
-lt vemains Arrested till pubey| 
-The arvested state is K/a DICTYATE 


STATE 
oocyte IN SPERMATOGENESIS 

4 
Granulosa celts DICTYATE STATE is ABSENT 
Thecacells * the руйтауу oocyte gets surrounded 


ص 


а by follculay celis which ave 
PRIMORDIAL FOLLICLE 


Granulosa cells ,pvesent in covtex of ovary and 
Theca cells , present in Medulla of ovary 


“OVARY 5 A RESERVOIR FouuicLe" 


At Puberty : HP ovarian axis gets activated -> LH veleased from Ankexiov 
Pituitary 
Y 


LH Suvge 


Meiosis 1 Resumes (Meiosis Т is Hormone dependant) 
H 


< Primary Oocyte 46XX 


Secondary 4— C) G ТЭ 1% polay body released. 


азх 23x 


OVULATION 


MEIOSIS TL: Bub gets avvesled in — METAPHASE 
‘Arrest 


a N arrest is over ak the time of fertilization 


Female Pronucleus 2° Polar Body Released 
lax) (23x) 


А jo o 
OVULATION : — Release of 2’ oocyte (vom 1° oocyte 
LH Surge — meiosis 4 Resumed (ak 3а -36ћуѕ before Ovulation) 


4 
OVULATION 


* Time tnterval + 3à-36hws (Best) 
bjw LH Surge 
and Ovulation is 


- аа - 36hvs Ca" Best) 
ж 4% Polay body is released at the time of OVULATION 
9. 1% Polay Body is veleased at 
а. &4hvs before ovulation ` ce. ak time of ovulation 
b. 48hvs before Ovulation 4. 24 hrs after ovulation 
ж a! Pola Body & released at the time of Fertilization 
IMPORTANT POINTS ON OOGENESIS 
1. Begins at — Iutvauterine Life 
2. Sige of ova — 120 microns ( ova = female pronucleus) 
3. Size of Resting folude —> 0-02mm 
4. Size of follicle just befove ovulation —> 16- 20 mm 
5. Fey izable span of ova — 19-24 hrs 
TIME TABLE OF EVENTS 
1. Germ cells reach yolk sac —> 3wks 
2. Germ cells reach gonads —> 6wks 
5 Oogonia formed — 4wks 
4. Primary Oocyte formed — 1a- ISuks 
5. Follicle formation begins by —> 15- a0wks 
6. Follicle formation is completed by — à- 34 wks 
NUMBER OF FOLLICLES 


4. Мах" no. of follicles seen at 5* month IUL— 6-3 million follicles 


2. At birth —> 4-2 million follicles 
3. At puberty — 4-5 lakhs > Only 500 follicles mature in entire life time 
(1000 follicles undergoes atresia. every month) 
а, initial Recyuitment of folkcles is HORMONE DEPENDENT 
TESTOSTERONE IN MALES 
* Testosterone productions begins ak 1-8 wks of IUL 
Maximum ak 15 wks of UL Т а^4 тм > Then decrease 


Remains at low level til 
Puberty 


* At \Tyrs of age, testosteyone = To Adult Male 
* Testosterone in Males = 5-4mg /day 
Free testosterone - 0:5 to 5 7. 
* Remaining Bound = mainly to sex hormone binding Globulin and Albumin 
ж Testostevone converted into k ESTRADIOL 
DHT ( Dihydvotes tosteyone) 
Testosterone Aromatase > Estrogen —> Amount = 50mcg /day 


207 produced, in testis and vest in adipose 
FATE OF ESTROGEN IN MALES tissue 


1. ^ Bone Mineral density 

а. Needed fov closure of Epiphysis of (оид Bones 

3. Needed, fov maintaining Body fak 

4. For sexual dysfunction 

‘IF ESTROGEN T in males leads fo GYNAECOMASTIA 

Testosterone ae DHT : Is the most potent androgens 


ж Testostevone : DHT Ratio — lobis :1 


Questions : 
Q Mox" Oogonia can be seen in ovaries ak 
@ month ofiUl) ^^ b. at birth c.ak 1" month of (UL d. ab puberty 
Q. 1* meiotic division of oogenesis get arvested, at 
a.Pachytene stage of Prophase с. Leptotene stage of prophase 
b. Diplotene stage of Prophase d. Metaphase stage of prophase 


9. In which of the following transition Meiosis occurs 
(@ Primary to Secondary Spevmalecute > MEIOSIS 1 
b. Secondary spermatocyte t» globus pallidus —> MEIOSIS 2 
с. Germ cells to Spermatogonium 
d. Spermatogonium to primary spermatocyte — MITOSIS 
Q. which is the first stimulus for Leydig cells to produce testosterone ? 
a.tH bFSH EMAD d. GnRH 
Q. Time taken for Spevmatogenis is 
4.50-60days b 60-30days 8026002) а 60-40 days 
Q. The Target gene fov SRY which favours testis differentiation: 
C4.$0xX4.  bRsPO1 C. DAX 4 gene a.WNT4 


Ovaries 
FUNDAMENTALS OF OBSTETRICS 


1. CAPACITATION : 


ж ability of sperm lo {еу хе ova 


ж Occurs in Female Reproductive track 
ж Begins in cervix , majority occurs in Fallopian tube 
* After capacitation , Speyms become Hyper motile 

* sperms become motile in — Caudal End of Epididymis | 
+ sperms become Hypermotile in —> Fallopian Tube 


* Within 30mins —> sperms veach Fallopian tube ZONA PELLUCIDA 
(бе. oocyte 


ACROSOMAL REACTION 


* Attaching of sperm to zona pellucida 5 facilitated by Certain receptors 2 
they ave ZP 1, ZP-Z ,zP-5 


* Now tt penetyates Zona pellucida and reaches cortex of 2° oocyte 
Y 
Enzymes ave veleased from cortex 
" 
k/a 5. CORTICAL REACTION - ХРА, and Calcium ions 
| ave needed. 


4.ZONA REACTION : enzymes which ave veleased,they make ZONA PELLUCIDA 


funchion of 
Zona pellucid is 


impermeable by other sperms. 


to prevent zygote 
POLYSPERMY «I» = dune 
ona pellucida 
NEET 
2020 Fertilization 0230 
Y à cei stage 


occurs in Ampulla 4 
of Fallopian tube 4 cell stage 


l6 сей Stage : ZYGOTE 
& 
kja MORULA 


я For 3 days after fertilization — Zygole Temas in Fallopian tube 


ln Fallopian tube : 3 types of * Nutrition for early zygote is 
cells ave {heye provided by Secvelovg cells of Fallopian 
© Columnar cells tube 


© Secrelovy cells ч 
© PEG cells > Function is 
not known 


ж For 3days after fertilization худое vemains in Fallopian tube with help of 


à Factors - 
© Pevistalsis in tube | these 2 factors push ZYGOTE towards 
© Movement of cilia 


uterine cavity 


* Unis explains if progesterone is used it can Lead to ECTOPIC Pregnancy , Since 
progestevone causes Smooth muscle relaxation — leads to less peristalsis. 


Y 


B/w Cu and Progesterone CD's , chances of Ectopic pregnancy will be move 
with Progesterone Containing IUCD 


* IF any tubal Surgery was done, if after tubal surgery palient conceives > because 
in Tubal pregnancy adhesions would be formed — These adhesions prevents 
movement of zygote from the tube to ulevine cavity — leads to Ectopic pregnancy 
(anything which is preventing movement of zygote towards uterine cavity 

leads to Ectopic pregnancy) 


а P th 
4h day : After fertilization / Day 18” of Menstrual cycle 
MORULA enters Uterine Cavity 
4dous 
Menstrual суде: рМ 
ie 
Ovulation/ 
Fertilization 
in au females * Length of cycle is à$daus — + ovulation occurs on Day 14% 
* Ovulation and Fertilization occuys on Same day 


* Day 5 after fertilization — ZONA PELLUCIDA 
is lost 


A CN 5 
© К/А ZONA HATCHING 
/, * Fluid enters movula — и Бы 
attaches to endometrium of 
uterus this is k/a IMPLANTATION 


MYOMETRIUM 


ENDOMETRIUM L Pregnant endometrium is k/o DEciDuA) 


SEROSA 


e INTRA DECIDUAL Sian 
( ISt Sign of Pregnancy on USG) 


sal sign depicted as a 
round fluid collection (arrow), the 

, with an echogenic rim 
(*) located within a thickened decidua 
on one side of the uterine cavity, а 
virtual cavity depicted as an echogenic 
line (arrowheads)! 


Deudua parietalis 


IMPORTANT POINTS ON IMPLANTATION 
* Implantation occurs tn the form of BLASTOCYST 
* Begins by 6 days after fertilization ( Day 20 of cycle) 
* Implantation Window — Day д0 - Dayadt 
* Completed by 10 days after fertilization 
* Most common site : Upper posterior part of uterus 
PSEUDO GESTATIONAL SAC * Implantation is ECCENTRIC Conty on one side) 


* centrally located 


unequal growth 
* Thickened decidua of uterus True Gestational 
Sac is eccentvically 
* 5/1 Ectopic Pregnancy | Ka. PISKACEK Sign located 


* Type of implantation is Interstitial Implantation 


ж Sign on USG — Intradecidual sign 


* HARTMAN Sign / Placental sign: Bleeding ab time of implantation 


* Phases of lmplantalion > 
ЕШШ 


Apposition 


Adhesions Integrins 


Invasion Metalloprotemase 


* Thickness of Endometrium at time of implantation is (0-1à mm. 
Thickness of Cndomekrium. after menses is 0:5 тм, 
ak ovulation is &-5 mm 
tn Secretory phase - 6 - 6mm 
Ж Aftey Implantation : ENDOMETRIUM ر‎ 


K/a DECIDUA 
4.DECIDUA BASALIS 2.DECIDUA CAPSULARIS 3. DECIDUA 
4 PARIETALIS 
ж park of decidua which * which Separates 
Sepavates Blastocyst Blaslocyst from * Rest of decidua 
from myometrium Uterine cavity lining uterus 


* Function : Ы. 
чл as 


i) Site for formation of 
Futuye placenta 


ii) Forms the maternal 
side of placenta 


yen ШЕ Fig 330. Subdivisions of decidua 


i] DECIDUA PARIETALIS 


UTERINE CAVITY 


ж As Blaslocust grows —> ib occupies ukevine cavity and decidua capsulavis 
and pavietalis come close to each othey 


9. Deudua Capsulavis and Decidua parietalis fuse ak 14 -16wks of pregnancy 
Q. When is uterine cavity obliterated — 14 -lewks of pregnancy 
Twins ( à ova fertilized by à sperms) 


In same cycle In 2 different cycles 
Y ¥ 

SUPERFECUNDATION SUPERFETATION 

5/i Humans NOT 5/1 HUMANS 


Q. Theovelxcally Superfetation is possible till 14 -16 wks 


BLASTOCYST - 58 cells 
(ииет cell mass (5 cells) > forms entive fetal pavt 


TROPHOBLAST (53 cells) 
8 days after fertilization 


Cytotrophoblast Synctiotvophoblast 
Hormone Faclovy оѓ 
Near decidua Placenta, 
basalis Rest of chorion prevents PIH bi ж carried by 
Y Remains Smooth converting maternal | Extra villous 
forms vil Y arteries From High Cytotvophoblast 
like structuves Resistance to low 
Y k/a CHORION Resistance vessels | ж Controlled by 
k/a CHORION LAEVE 4 NK Cells of 
FRONDOSUM 4 deadua 
ل‎ CHORION k/a TROPHOBLASTIC 
forms fetal side INVASION 
of placenta. 


. 45 phase begins - làwks 
Octuys in & phases 


“utero placental 
blood flew is maintained” 


2" phase begins  l&vks 


ёз, 
(Pe UM qu 
1 * p 
fh 5а as If Trophoblastce invasion is ABSENT 
ИГА PA ^N a ( utevoplacental Insufficiency) 
A $ m dd bi 
* 


I 3. f PASA 
L up ә: i 
< e "Rc - м PIH IUGR PLACENTA 
ACCRETA 


ES 


"DOUBLE DECIDUAL RING SIGN ” 
Dec'dua Basalt's (seen only in Intrautevine pregnancy) 


De cfduo. capsularts ast Ring - Decidua capsularis 
an^ Ring - Dectdua pavietalis 
Dec parietalis 


eumuupllaceila, ard Arwictic Fluid emm 


Dis coiD DECIDUATE HEMOCHORIAL 
Y 


4 
DISC Like Sheds off Lies divectly in contact with 
Shape after delwery maternal blood. 


* Weight of Placenta at TERM : 500g * Ratio of weight of Placenta : Fetus = 1:6 
Q weight of Placenta equals the weight of fetus at IIwks E 
NAMED STRUCTURE ORGAN SEEN 
HOFFBAEUR CELLS PLACENTA 
PEG CELLS FALLOPIAN TUBE 
LANGHAN CELLS CYTOTRHOPHOBLAST 
NITABUCH LAYER FIBRINOID DEGENERATION 
which is present between 
CHORION and DECIDUA 
* ZIKA VIRUS CAN INFECT HOFFBAEUR CELLS 


FORMATION OF PLACENTA 


Maternal artery 
INTER-VILLOUS SPACE 


TROPHOBLASTIC Embryonic 


SHELL mesoderm TERTIARY VILLI (VASCULAR) 
4 NUN m 
PRIMARY VILLI MESODERMAL CORE Formed ak Day 13 
Y 
formed before SECONDARY VII 
Day là, of formed bjw Day tà - 16 


fertilization of fertilization 


Q. 
Fetal civeulation established in placenta on Dau 13 
Maternal Blood capillaries open into intervillous Space on Day 15 


Q. (All Ms) 
Maternal Blood, in Intexvillous space is separated from fetal blood, in villi by 
4 
(From outside to inside ) 
1. Synctiotrophoblast 
а. Cytotrophoblast 
PLACENTAL BARRIER / 
5. Extra Embryonic Mesodeym | MEMBRANE 


4. Fetal Capillary Endothelium 


Placental circulation 
S 
UTEROPLACENTAL Fetoplacental 
Lin Intervillous space) (м міш) 
4 4 
* Established on Day I5 * Established by Day 11 after 
fertilization 
* No. of Spival arteries which open 
іл tnlervillous Space - 120 * Fetoplacental circulation al term 
- 400 ml/min 
* Og Saturation in inkey villous 
space — 65-157 * Fetal Blood flow at term - 145ml / Kg 
* Partial pressuve in intervillous * Rake of delivery of Oa to fetus 
Space — 35- 45mm На - 8mi/kg / min 


* Uteroplacental Blood flow at 
ЗЬ wks - 500 - 350 ml/min 


Q. uterine Blood flow ak term - 150ml /min _UMBILICAL VEIN! 
+ 0, Sak = 40-80% 


* Remnant: 
Ligamentum teres 


— Deoxygen are 


S umbilical artery 
* О, Saturation : 50-60 7. 
* Remnant ¢ Medial Umbilical Ligament 


Q. 
Median umbilical Ligament = Remnant of URAcHUS 
Lateral Umbilical Ligament = Remnant of Inferior Epigastric Artery 


ANATOMY OF PLACENTA 


^? maternalside : '/5!" of Placenta 


Fetal Side : 4/5h Placenta. 
* Buk Both ef them occupy Same area on 


Uterine wall. 


= 


Fig. 3.2: Fetal surface of the placenta showing attachment 
of the umbilical cord with ramification of the umbilical 
vessels 


FETAL SIDE 
* formed. by CHORION FRONDOSUM 


a" Best + CYTOTROPHOBLAST 
3% Best : TROPHOBLAST 


* It comprises of 4/5" of 
placenta, 


* Shiny , grey in colour 


* Fetal membrane ,umbilical cord 
ave. attached to this Side 


Fig. 3.3: Maternal surface of the placenta showing shaggy 
look with cotyledons limited by fissures 


MATERNAL SIDE 
* It is formed by DECIDVA BASALIS 
* comprises of 1/6!" of Placenta 
* Dull Red in Colour 
* lt is divided into Polygonal areas ) 


further <—aka LOBES 
divided into lobules/ 
Cotyledons 


IMPORTANT POINTS 


* Funckional unit of placenta. - coTYLEDON (area which is supplied by main 
Stem vilu and all its branches) 


* USG for localization of placenta — 3'd TM 

“Thickness of placenta, at term - Avg. й@-5см, (every wk , thickness of placenta. 
increases by 1mm, So maximum 
in 40 wks ,it can yeach 
40mm or 4cm ) 


PLACENTOMEGALY — Thickness > 4см 


Y 
Causes 
po—————M——j 
Maternal causes Fetal causes 
1. Diabetes 1. Hydvops fetalis 


2. Severe anemia, 2. Infection (Syphilis, TORCH) 


3. X- Thalassemia 3. TRIPLOIDY 


ANOMALIES OF PLACENTA 


I. BATTLEDORE PLACENTA 


| BATTLEDORE PLACENTA 
Normal : central aka Marginal inseytion 
cord insertion of cord 


2.EXTRACHORIAL PLACENTA 


‘when fetal side is smaller than maternal side such that fetal side is 
Survounded, by maternal side in the form of Ring 


(Normally > Fetal side is equal to maternal side 


Fetal side = CHORIONIC PLATE 


Maternal side = DECIDUAL PLATE ) 


1. CIRCUMMARGINATE 2. CIRCUMVALLATE 


Maternal side 
О. Fetal side © 


* fetal side i$ Suvvounded by * fetal side is surrounded by 
Maternal side smoothly maternal side but a valve like 
thickening is present. 


* fetal side and maternal 
are ak same level * (fetal side will be little depvessed ) 


These à can lead to IUGR and APH 


3. 

i) Placenta, Succentwriaka, ü) PLACENTA SPURIA 

* Small parts detach from 3 Small part detaches from main 
main placenta Placenta, 

* connecting blood vessels in * NO CONNECTING Blood vessels 
blw them © 


ы р 


їй) Placenta Bilobata / 
Placenta Biparite / 
PLACENTA DUPLEX 


* делла parts of placenta (separate) ° Connecting blood vessels ave seen 
“All these 3 to PPH (a PPH) 
Mx: CURETTAGE 


when we do cuvettage in postpaxtum. patient (can lead to 
J ғи Syndvome) 


Cause of ASHERMAN Intya- wteyine adhesions‏ ص 

4.FENESTRATED PLACENTA 

+ centyal portion of a. discoidal placenta is missing 

* In Some instances there is an actual hole in placenta but move often the 
defect involves only villous tissue with chorionic plate mistakenly considered 
to indicate that a missing portion of placenta 

5. PLACENTA MEMBRANACEA 

* all of the fetal membrane are covered by functioning villi and the placenta 
develops as a thin membranous structure occupying the entire pexiphevu 
of the chorion 


* serious hemorrhage due to placenta praevia от placenta accreta 
PLACENTA MEMBRANACEA 


6. PLACENTA ACCRETA 


*NITABUCH'S Layer: * Layer of fibrinoid degeneration which is present b/w 
placenta and decidua 


* Ik Limits the penetyation of BLASTOCYST 
5 leads to 
IF NITABUCH'S Layer is ABSENT :—————> MORBIDLY ADHERENT PLACENTA 


I. Placenta accveta, - Supevficially attached b 
myometrium 
2. Placenta increta. - Deeply attached to myometrium 


3. Placenta. percreta- Chorionic villi attached lo serosa 


ر ےم o‏ 


# in all these 3 conditions ,theve ave а Pathologies 
t. Nitabuch's layer is ABSENT 


2.DECIDUA BASAUS is ABSENT 


+ RISK FACTOR :- 


e) Risk factor : Placenta previa. 
Cin pregnancy) 


A aM Г) Risk factor : H/o Caesavean section 
Others: • H/o uterine Cuvettage 


* H/o Uterine surgery like 
Myomectomy , Hysterectomy 


a * Presentation : REFRACTORY PPH 


* Diagnos :- 10с — usa (TVS) 


Increta (17%) 


Percreta (5%) 


USG Findings :- 


1. Subplacental Sonolucent avea which 
represents Decidua basalis is ABSENT 


| 2.Hetevogenous appearance of placenta 
3. Placental lakes ave present 


E GOLD STANDARD INVESTIGATION: MRI 


I. 


Management: Elective CS + Hysterectomy 
Sere, 4 


Placenta Acreta (M/C) CLASSICAL CS 


* upper Uterine CS because Placenta accreta 
wie e Refused, is very common in placenta previa > 
leave placenta in placenta previa , placenta is attached to 
(vemove as much as possible) ^ lowe part of uterus 
whatever part = Give IF uncision is given on lower part of uterus 
cannot be METHOTREXATE leads to * Bleeding. 
yemoved 4 
4 +b prevent Gestational 
Trophoblastuc Neoplasia 
undergoes 
AUTOLYSIS 


HORMONES produced by Placenta : 


1.PROGESTERONE : In eavly weeks of pregnancy — corpus luteum of pregnancy is 
the main Source 


4 
Swks ov bj» 4-Awks of pregnancy 
* > бок - Main Source : Placenta 
* This function is taken over by Placenta 
* Life span of Corpus luteum : 10-1806 — k/a, LUTEAL PHASE SHIFT 
* Precuvsov of Progesterone is Maternal LOL and Cholesterol 


* Rake of production of Progesterone is 250mg /day (ın TWINS - >600mg/day ) 


* & Reactions in Pregnancy : 
اسم‎ ——— 
DECIDUAL REACTION ARIA STELA Reaction 


* gland becomes hypersecretory * Gland becomes hypersecretory + 
+ Changes in Nuclei 
Stroma becomes edematous 


Rich in Glycogen * seen in Intrauterine Pregnancy 


* also seen in ECTOPIC and MOLAR 
Pregnancy. 
* PROGESTERONE Relaxes Smooth muscles during pregnancy. 


2.ESTROGEN : 


* placenta cannot synthesize Estrogen using precursors from mother as it 
lacks enzyme : 13 © Hudvoxulase 
М 


19 OH Progesterone ___ ANPROSTENEDIONE ( C14 Steroid) 
( cai Steroid) i 
Fetal Adrenal Gland Needed for ESTROGEN Synthesis 
Fetal ти] 
DHEAS-S (c14) 


placenta will use ib to form ESTROGEN 
Enzymes: 7 


Y 
Role: at teym it tells uterus b contract 
* SULPHATASE and 


SCENARIO: Suppose if pregnant female in 
* AROMATASE whom, levels of Estrogen ауе less 


Estrogen will not be able to Signal the uterus 
to contract 
leads to 
- д Estrogen during | Ez (Estradiol) 
pregnancy PosT TERM PREGNANCY 


* Most Specific Estrogen | €, (ESTRIOL) 
during pregnancy 


Progesterone | 4 Estrogen Estrogen 
100.0 
g юо І Erythroblastosis | t- Adtenal gland of Fetus 
$ sedere et кюн] — is absent QR) Hypoplastic 
B Estriol Rh incompakbili hy А 
$ тоо Estrone Seen in Anencephaly 
y 59 ^ placental 
$ tissue 2: Placental sulphatase 
= Estetrol deficien 
8 10 uj 
Жа J Placental Aromatase 
E T Estrogen dekuny 
à 
e Estradiol > Fetal demise 
(nonpregnant) 
0.05 
4 8 12 16 20 24 28 32 36 40 T Down S parowe 
Gestational age (weeks) TED ection of C19 
5 in Fe 
3. HCG : 


Q. Main site of hormone production is SYNCTIOTROPHOBLAST 
ЧЕ ё a glycoprotein нса is the hormone with maximum Glycogen content 


“Ie has got а Subunits 
سم‎ 


X Subunit fA Subunit 
* Non- Specific * Specific 
* Similay to LH, FSH, TSH * Gene — Chromosome I4 
* Gene — Chromosome 6 * Measured in Pregnancy 


* Not measured 
* HCG anatomically Similar to LH,FSH,TSH. Functionally also similar lo LH. 


* HCG can be detected in blood as early as ® days after fertilization /Day аз, of 
5-6 days before missed period Cycle / 


1s qh mm 729% — Missed period. 


day 
* Most Sensitive test is FIA > RIA 


* levels of HCO? — every 48һт5 in early pregnancy - Nearly double (55-657) 
P, 


rious maximum HC& levels attained b/w 60-80 days of 
pregnancy / ao" wk of pregnancy 
( Hea = 50,000 lu/L to 105 10/L) 


1 

L 

+ 

| After this Levels of HCAY 
| 4 


} Minimum ak lówks of pregnancy 
lowks 16и 
At low levels ,it continues throughout pregnancy 
HCG — maintains corpus luteum in pregnancy 


LH — maintains corpus luteum in non-pregnant female 


* HCE levels become NORMAL —> After delivery — Và wks 
After abortion — a-4wks 
After partial mole evacuation — Ч wks 
After complete mole evacuation — wks 
* Ea = 3bhvs ( LH = Ahys) 


* Function 
* TWIN Pregnancy “Ectopic 
* helps b maintain corpus luteum Pregnancy 
of pregnancy * Molay Pregnancy 
* AU trisomies 
* HCG is initial stimulus fov * Choriocarcinoma except DOWN 


LEYDIG Cells to produce testosterone 
* DOWN Syndrome * Abortion 
* prevents vejection of fetus 


* Evythro blasbosis 
URINE PREGNANCY TEST fetalis 


* Based on SANDWICH ELISA Test 

* Sensitivity = м ( urine pregnancy test cannot detect pregnancy before 
missed period ) 

(wil detect ius 


\ 
HCG is à010/L) It can detect only ak time of missed, period or 
after missed period. 


CRITICAL TITRE > That value of HCG ak which in uterine pregnancy in 1007. Cases 
Gestational sac is visible. 


For TVS = > 160010 
For TAS = 650010 ( >5000то) 


CASE SCENARIO T : Female - ИРТ Ove > нса = (00010, TVS - NO Gest. sac Seen 
لس‎ 


Early Intrauterine ECTOPIC Pregnancy Abortion 
Pregnancy 1 П 
4 


Мех step: REPEAT HCG AFTER 4617 


4 
HCG мі doubles Heat buk donot нса ¥ 
doubles 


CASE SCENARIO 2: Female UPT® HCG — a5000, Tvs > Gestational sac not visible 
4 


Case of ECTOPIC Pregnancy 
4.HPL: Human Placental Lactogen aka Human Chorionic Somalotropin 
‘Wt is polypeptide hormone ‘it is similar ( structurally) to GH and Prolactin 
“Ik is detected at 3wks of Pregnancy 

levels ^r HPL continue f» Rise throughout pregnancy 
‘maximum ak 3bwks of pregnancy (marker for placental functioning) 
*maximum production at term : 1g/day 
* LVà = ào-30mins 
Function + promotes LIPOLYSIS in Mother (Gucose is spared fov 
4 felus) 
4 Fatty acid > ны Medie 

vequivemenk 

* Bring abouk Unsulin Resistance > Levels of Glucose ^ 


* INSULIN RESISTANCE : mainly by HPL + others - Estrogen, Progesterone, Cortisol 


FETAL MEMBRANES 
4. CHORION - ‘formed $ days after fertilization 
‘by CyToTRoPHoBLAST ° Outer layer 
2. AMNION - * derived from ectoderm ° formed by 10 days after fertilization 
* innermost membrane ° Avascular * Maximum Tensile strength 
3. YOLK SAC - Site fov Hematopoiesis (First) 
4. ALLANTOIS = Diverticulum from HIND gut and grows іл the connecting stalk 
Q Which PG is predominant in Fetal membrane - PG Ea, + during Labour if 
membyane is Yaptuved, 


Accelerates <— PG Eg is veleased 


UMBILICAL CoRD Process of labour 
* derived from connecting stalk * € 30cm - SHORT CORD 
* Avg. Length = 55cm ‘pH =7-a 
© Range  30-100cm * conneckive tissue — WHARTON'S ТЕШУ 


Rt. u.A  REU-A 
* In Early Intrauterine Life = 4 vessels ave present 


Lt-u-A W.VA 
7 Latey on Rt. Umbilical vein disappears 


£ Lt. umbilical vein is LEFT Behind 


lt umbilical vein 
+ At time of Birth = 3 vessels ave present (С) 


(VO vascular anomaly cord is SINGLE UMBILICAL ARTERY 


(GD in Diabetes Not significant ^ ^ Chances of Malformation + 
TWIN Pregnancy finding Malformations Single umbilical 
(cvs + Renal) Artery 


^ Trisomies in Fetus 


ж Rarely > VELAMENTOUS INSERTION OF CORD 


-cord & attached to fetal membrane and then to placenta and 
before attaching to placenta it divides 


* In this case whenever pee will yuptuve 
Cord will be exposed and gets damaged, 
Y 


Cua and Uv) - Fetal Blood loss ^y 
k/a VASA PREVIA ^ Pevinatal 
4 mortality 


because fetal Blood comes out through mother 


vagina 
Y Confused € PLACENTA PREVIA 


SINGLE ALKALI DENATURATION TEST 


. н чы * Maternal Blood 
4 
VASA PREVIA HbA Placenta 
HbF 1 Previa. 
Y 
Resistant Fo Sensitive fo 
Acid and Alkali ACID and ALKALI 


Reag 
Reagent NaOH / KoH 
Naoh /кон 


4 
Tf colour Remains same [Р it become Brown colour 


blood ae To Ahali ттүү Ocwrd 
HbFG HbA Ө 
4 4 


VASA PREVIA PLACENTA PREVIA 


> Diagnosis : In ANTENATAL Period > DOPPLER 
usr 


> Management - Cesarean Section 
> Prognosis - T Perinatal mortality 


Velmentous cord insertion 


QUESTIONS 
9. Identify the condition: 
a. Placenta. Bilobata 
b. Placenta succentuviata, 
с. Civeamvallete placenta, 


d. Civeammaryginate placenta 
Q. Median Umbilical Ligament is a remnant of 
а. Umbilical artery b.umbilical меп €-Uxathus А. Gubernacum 
Q. The à umbilical arteries near the insertion of cord t» placenta ave connected by 
a.Funis anastomosis — "b. Huytle anastomosis) с. Hobnev anastomosis 


d. Hanis anastomosis 

Q. Folds of Hoboken ave found in 

а.Тһе amnion  b.The placenta, c.Uterus umbilical cod — e.Duckus venosus 
Q. Fetal Blood loss is Abnormal cord insertion is Seen in 
@vasaprevia) b. Battledore placenta. с. Decidua basalis d.Sucenturiate placenta 
Q. Human placenta is best described as 


a. Discoidal b.Hemochorial с. Deciduate (a. AU of theabove)) 


Q. Ldentify the type of placenta Shown in 
figuye : 


a. Placenta Succenturinta b. Fenestrated placenta 


O Civcawvallete placenta 4. Civcummmarginate 
placenta. 


9. Weeroplacental Blood flow al term is : 


a. 300-Sooml /min (BISSETT) 


с. Зоо -400ml / min 4.400 - Ноот! /min 


Q. Weight of fetus and placenta are equal at 
a. VOwks b.iSwks ROR 4. AB4wks 


AMNIOTIC FLUID AND IT'S DISORDERS 
ж Specific gyavity — 4.008 b 1010 ж Osmolality - 250m0sm/L 
¥ Rate of Tam over - 500ml/hy * pH - à to 1-4 (alkaline) 
* Volume of Amniotic fluid - Maximum ab 34 wks of pregnancy (3à- 34wks) 
l Amnionic fluid fills this amnionic sac. Until about 34 weeks’ gestation, the 


i After this, the 
rmally clear fluid increases in volume as pregnancy p } 
Eine edini At term, amnionic fluid averages 1000 mL, although this may 


widely in normal and especially abnormal conditions. The origin, 
аА circulation, and function of amnionic fluid are discussed further in 


* As pregnancy advances after 40wks — Volume of AF yapidly decreases 
Major Contributors of AF: 9. Overall - Fetal urine 


Period Gestation Major Contributor 


Early wks ( 4* тм) Maternal plasma, 


Q Urine production begins in 
fetus at lauwks 


Q. Kervahinization of fetal skin 
là- 200 Fetal skin otcuys ар Aa- dSwks 


Pregnancy 


> 2Owks Fetal urine 


' Normally AF is colourless and at term = It is STRAW COLOUR 


Gween colour (meconium) * Fetal stvess 
* Breech presentation / Transverse lie 
^+ LISTERIA Infection 

Golden colour (Bilirubin) * Rh tncompatability 


Tobacco jurce * Intrauterine death 


Saffron colour ( Yellowish green) * Post dated Pregnancy 


Dark colour * Abrupto placenta 


ж Besides producing amniotic fluid , fetus also swallows (wel fluid , that is 
how amniotic flud is kept in balance 


* Composition > 447. water 
¥ Function > Performs a number of functions except NUTRITIVE FUNCTION 


Measuyement of Amniotic fluid 


USG : measwe the Largest “е AF pocket in each quadyvant 


\ 
l add A+b+c+d — AMNIOTIC FLUID INDEX (AFI) 
QU, 2 
У 9 pw bY 
i a) m AFI = 5-44 cm (NogMAL) 


C l U 
l y d. < бом = OUGOHYDRAMINOS 


| * If >aSem— POLY HYDRAMINOS 


* BEST/ MOST SENSITIVE MARKER 
4 
measuve the single Largest vertical pocket ( Pocket "b th diagram) 


Normally = à-8cms 


m 
< lem 28ems 
Y 


OLIGOHYDRAMINOS POLY HYDRAMINOS 


* Volume of AF < дооюі 


7 OLIGDHYDRAMINDS 


2aQlitves = POLYHYDRAMINOS 


OLIGOHYDRAMINOS POLYHYDRAMINOS 


(Md cause of MILD — Idiopathic 


of Severe — Congenital 
Malformation 


4 
Renal anomalies 


Other causes : 


D = Drugs - Indomethacin ; ACE inhibitors 


1 = TUGR (Yt Brain sparing Effet) 
L= Leaking following Amniocentesis 
M= Maternal Hugh BP/PIH 


Volume of Blood, goin 
to fetus V "m 


Fetal Blood flow + 
GFR ¥ 
P= PROM 
Р = Post teym pregnancy 
A = * Amnion nodosum 
* Chromosome Abnormalities 
TRIPLOIDY and TRISOMY IZ 


R= Renal anomalies in fetus 


(М0) cause of Mild — ldiopathic 
of Severe, 
Gl Malformation > NTD 
Йй 4 
* Any defect which 
nob allows fetus 
1o Swallow 


eg: Cleft Up 


* de CSF leaks 
inb AF 


* Yu Swallowing 
defect. 


Other causes: 


+ Whenever urine production is f by 
fetus : 3 


I. TWIN / MULTI FETAL Pregnancy 
2. Makemal diabetes 
ташла 


— 


Polyuria 
3. High Fetal Cardiac output conditions 
like 5 
i) Fetal anemia; 
* Rh wncompatibility 
*Parvoviyu infection 
* Hemolysis 


ü) X Thalassemia 
iii) Fetal Bav tey Syndrome 


* Whenever fetal swallowing is 
defective ; ш 


* Oesophageal atresia 
* Duodenal atresia 


NEET 2020 * Intestinal Obstruction 
9. A 22y7 old Primi € suve of dates, visits ANCÎ • Cleft Lip, Cleft palate 
OPD € QOwks POG, on further obstetric 
examination uterine height Yeveals l6vks | TRISOMY ài 
Size. Obstetric USG shows reduced идиот. 
What is the probable cause? TRISOMY 1$ = WGR + Polyhydvaminos 
a-Renal agenesis b. Fetal anemia ж when CSF Leaks ілі amniotic fluid 
2 
C. Barter's synd. d. Liddle Synd. NTD 


* causes : which Should mugged up 
i) Chovangioma. of placenta 


ii) TORCH {ейп 
EFFECT OF OLIGOHYDRAMINOS : EFFECT OF POLYHYDRAMINOS 
IF IT OCCURS EARLY IN PREGNANCY 1. IF amniotic fluid is INCREASED 


1. Less space — fetal parts will not grow Membranes gets stretched 
Properly ا سم‎ 


(2) 2 Pulmonary Hypoplasia Pre-Tevm Labour PROM 


2.Mothey experiences Respiratory 
2. AMNIOTIC BAND SEQUENCE discomfort 
“IF Amniotic fluid is Less — Amnion wraps |3. Abruptio placenta 
around Some body structure Uke a band 
leading fo devascularisation of that part ^ Amniotic fluid > 


(OE UMB Amputation > Craniofacial Ruptuve of membranes 
it defect n 


By this time complete ovganogenesis Entive AF comes out suddenly 
4 Y 


But problem Yemains Same ie Less space Sie of ates Shrinks 
CORD gets compressed (has umbilical avtery) | placenta detaches from uterus 
and. vein Y 


ABRUPTIO PLACENTA 
Blood supply to fetus decreases 
Y 4. CORD PROLAPSE 
Fetal distress 

5. MALPRESENTATION 
Fetus Pass meconium in AF 
4 6. AMNIOTIC FLUID EMBOLISM 

1. MECONIUM ASPIRATION SYNDROME 


2. COMPRESSION DEFECT — CTEV 
“time of delivery in \diopathic 
Olugohydraminos —> 34 wks to 38 +6 days 
Management of Oligohydraminos 
AMNIOFUSION — with © Saline 
Q. Amnio unfusion is widicoked, in all except : 
a. Oigohydraminos b. Fetal distress 


c. Augmentation of а. Washouk suspected 
Labouv meconium 


QUESTIONS 
Q. Golden colour Amniotic fluid $/i 


GERWUCoMpAKALIULY) b. Foetal death 


3. f chances of PPH Cas tone of utexus 
decrease) 


Management of Polyhudvaminos : 


^w Amniocentesis : 


Indication: only if patient having 
a lot of Respivatory 
distress 


* Drugs which can be used fo manage 
рощіһудтамілоѕ 


INDOMETHACIN 
[Oes in Closing Duclus 
Arteriosis, 
* should not use Indomethacin beyond 
3àwks of Pregnancy 


ж because befove 3awks of pregnancy 
Chances of closure of ductus 
ayteviosis by using Indomethacin 
awe very less and Reversible. 


* After 3a wks, chances of closuve of 
ductus arteriosus by using 
Indomethacin ave t by 7507 


1. Indomethacin is C/T beyond 
3&wks of pregnancy 


C.1UGR d. Fetal distvess 


Q. The major contribution of AF after 20wks of gestation : 


a. Шта табе, and maternal plasma ^b. Fetal urine 


C. Fetal lung fluid d. Fetal skin 


Q.The рН ор AF is 46-8 t» 64 (ba AS) ¢.44 1046 а. 6лЬ 68 


CAUMS) 


tm кс eol Prnt te ey ыны 


Source. : in early pregnancy 
- CORPUS LUTEUM upto €- lOwks 


beyond 8-\Owks = PLACENTA 
"HCG prevents LUTEOLY SIS * Placenta uses Maternal LDL 


and maintains the Corpus luteum Cholesterol to produce Progesterone 


of Pregnancy 
* Corpus Luteum of Pregnancy regress 
completely by 18 wks 
Progesterone converts Endometrium to Decidua : (DECIDUALISATION) 
Thickness of Endometrium at the time of implantation : (0=tamm (8) 
VENERE 


On HPE : 

*Hypersecretory change in the endometrium 

which Looks ke cancer 

k/a ARIAS STELLA Reaction (hormone 

responsible PROGESTERONE) 
oe : 

"Progesterone suppress Myometrial contractions and prevents Abortion 

Maintains pregnancy 


LUTEAL PHASE DEFECT :there (5 decreased, Progesterone level 
presents © Repeated / Recurrent Abortions. 
Rx : Progesterone Supplementation 
For woman ak High Risk of Pre-Term Labour (< 37 wks) 
> Give Prophylaxis Progesterone [not a bocolytic agent | 


E,? ESTRONE 
Е, : ESTRADIOL 
Es’ ESTRIOL Specific lo Pregnancy 
"Source: *Placenta cannot synthesize Estrogen on its own because it 
lacks 17 K- Hydroxylase 
*Fetal DHEAS comes Fetal Advenal Gland 


ж Fetal DHEAS reaches placenta 
J Sulfatase 


| Aromatase 
ESTROGEN [Es] 


t. Melasma 


4. Spider naevi 


3.Pyogenic Gvanuloma - vascular tumor 


*Gingiva. (9 


* Mucous membrane 


* Muco cutaneous junction 
4.Salk and Waker Retention [6.5L] 
*theve is fall in plasma osmolarity by 10 mOsm 


5. Increased TB6 [Thyroid Binding Globulin] in Pregnancy, 


[шшш | 
*musaular organ- Smooth muscle, 

I. Endometrium -lined by Single layer of columnar cells 

2. Myometvium 

3. Pevimelrium - Sevosa, 
* Pregnant Uterus — undergoes both HYPERTROPHY and HYPERPLASIA 


predominant 


ж after pregnancy uterus undergoes INVOLUTION 
* for complete involution takes wks (ie lo 804) 


Non-Pregnank Uterus - CORD 
+ WMEDof uterine cavity < 
(Preqnanl Term, Uterus - GOOD 


{рше Uterine Segment [LOS] 9 s - o.5em 


* formed by ISTHMUS of Uterus < 
Term uterus - 5em 


* ab term - 30 7. of LUS made by Isthmus 
307. of LUS made by Cervix . Cervix will be taken up EFFACEMENT 
* Shortening of cervi - described, in % 


* Softening of cervix 
Cervix is made up of connective tissue Collagen (10-157 Smooth muscle.) 


* decrease, in Collagen. 


* increase in waker and Hyaluronic acid 


In LSCS ° incision is given on LUS 
* here бекова, is tightly attached to uterus but ak uterovesical 


fold of peritoneum loosely attached. 


LE M" 


* Endocervix. is lined by Tall Columnar Epithelium 
EcLocervix “part we see on Per Speculum. examinalipn, 
-lined by Swabfied Squamous Epithelium 


-vagina pH - Acidic 
rin Pregnancy , there is eversion of Columnar epithelium onto Squamous 


epithelium —k/a\ECTROPION) it bleeds on touch - No biopsy tobe done 


“WBC count ^ (upto 15,000), in immediate Post Partum (upto 5,000) 
° DLC - Neufvophilia 
‘ESR 


‘CRP 
* platelet count (мд Platelet count Y but € in O Range) 


2 Clotting factors : all Clotting factors ^ except 11and 13 V Hypercoagulable. state 
“Hb levels : Plasma volume ћ by 407. 
Red Cell mass ^ by 207 
compensatory changes 
) f in Cardiac Output 
а) V in Viscosity 


| both increased 


ODC curve shows (O shift t» ensure good oxygen Supply to tissue (T a,3- bra) 
*C.0 ^ by 407 , tissue О, demand ^ by 207 

*Arterio Venous O, gradient will decrease 

“Fetal ODC curve shows Oshift : higher affinity for Oz 


if Hb < lla 7 
ANEMIA 998 


Hematocrit < 334| IN PREGNANCY 


в Fetal hemoglobin 
& Adult hemoglobin 


if Hb «197. (SEV 
if Hb < 44. VERY SEVERE ANEMIA 


MC) Cause of Anemia — 


Total Iron in Pregnancy - LOOO mg 
(300mg - Fetus and Placenta) 
0 19268 40 80 120 


BEST MARKER. for IDA in Oxygen partial pressure (pO) 
Pregnancy 7 SERUM FERRITIN 


Govt. Of India # IFA Tab contains 
(von - 60mg of Elemental fe 


Folic acid - 500m 
* start giving IFA Tab at lawks and then continue throughoul Pregnancy 
ie Emonths + 6months Post Partum 


"4 Tab /day for prophylaxis 

9. Ahwks POG € Hb 697. : Rx 2 IFA tabs/day 
Pregnancy > 34 wks and Hb < 147. 
ZPreqnancy < 34 wks and Hb < 54 7. 
3. Acuke Blood loss and Hb < 697 
4.Any Hb € signs and symptoms of CHF 


1. Malabsovption Syndromes 
&.Non-compliant patient , if severe GI Side effect 


x Red Blood Cell - 4 207 *starts Increasing as early as Swks 
*а 3àwk - 11 
*Os demand, ~- ^ 207 «ak А 
erm — 


* Cardiac Oukpuk ¬ ^ 407. 
* Plasma volume - Ñ 407 


* during а" Stage Labour – 11% 


* immediate Post- Partam — 7, М 
Period (maximum со) 


"НЕ - ^ by 307 * Systolic murmur — upto Grade 2 

* all Heart Sound - Loup * Ss heard 

* wide Split S, * Apex beak = shifts to 4^ ics 

A (heart moves up and anteriorly t» left) 
t. Apparent cardiomegaly a 


1. Left Axis Deviation by 15° efr Preqnancy 


a. Straighteni (©) Heart Border 
PUES T 2. Extrasystele 


- fallin DBP and. SBP (fall in DBP >> SBP) 
* systemic vascular resistance (svr)- Y 
° Afterload - ¥ *Preload - ^ d/t expansion of Blood volume 
* all Vasopressors ( Renin , Angiotensin , Nor-Epi, Aldosterone) - ^^ 
even then there is Yin DBP and SBP d/t Estrogen. + Progesterone 
Estrogen - resistance against vasopressors 
Progesterone -vascular wall relaxation 


*when pregnant women Ue on Supine position gravid uterus Compress IVC 
thereby V in venous return and, Cardiac output. 

* 50 all pregnant women > 3Dwks are advised to lie on © Lateral position 
hence there is T fetal О, Saturation by 107. 

*In fetal distress : Rx © Lateral position 

x Position in LSCS : 15" (D Tilt (Wedge under ® Hip) 


@) anesthesia, used in CS —> (SPINAL ANESTHESIA 
* cause Hypotension * pain sensation from uterus Tio - Li 
* Level of Block - T4 * given to Knock off Peritoneal Nerve Supply 


| PAINLESS LABOUR -EPIDURAL ANESTHESIA. 

* level of Block for vaginal delivery : Tio 

* used drug: Bupivacaine (0.0625 % —>0.125) 

not beyond 0.125% — because this also cause Motor Block 

9. Respiratory changes 

* 4 Tidal volume (this is dje Progesterone - increases the sensitivity of 

* ^ Minute ventilation by 404 Л Respiratory centre to со) 

* ^ Depth of ventilation (HYPERVENTILATION) 

* pCO, = will fatt leads to 
| i change 


by increasing excretion of HCO; | in pH 


* pO; - will increase 


* diaphragm is pushed up bu 4em by increasing Transverse and, 
AP diameter 
*TLC -no change (slight fall) 


| ч i) NO CHANGE i 
ın 


*VC - change 
е LRR 


* Pulmonary Capillary Wedge Pressure - no change 2. pH 


3. TLC 
T wwinary Tract changes | 4 vc 
5. PCWPr 
* Kidney - 1 in length (by lem) 
^ in Renal Blood Flow ( by 807) 
fin GER (by 50%) 
S. Creatinine 73 tt; Both INCREASE in. PRE-ECLAMPSIA 


. all DECREASE | 
5. uric acid S. uric acid, 


BUN 


*is Seen d/t Progesterone > Suppress ureteric peristalsis 

вд Seen on ® side »(O side 

because Pregnant di is DEXTRORATED And, Compress © ureker more 

at pelvic brim. 
Urinary stasis 

* asymptomolic bacteriuria = has tobe treated 

if not treated. (in A5 / pt can cause pyelonephritis) 

Crlycosuvia can be seen because , in pregnancy Renal Threshold is increased. 


* GERD - 4/Е Progesterone - ik decreases tone of LES 
Giastvic pressure increases. dft Pregnant uterus 
Gastric emptying time shows no change in pregnancy 
* Liver - V in AST and ALT 
^ in ALP > because of ^^ P. 


^ in Protein production (Min Albu 
V Oncotic pressure > Edema 


In Pregnancy – S.Prolactin TD -Pituitary gland increases by 1357 


because of Prolactin producing cells 
* doesnot maintain pregnancy 


‘maximum levels during pregnancy 
* after delivery PRL level falls by 507 
* ibs MILK PRODUCING HORMONE ' 


"Pituitary gland -High vascular requirement 
*Soin SEVERE PPH - only ANTERIOR pituitary gland is affected 
ў 


all Anterior Pituitary horm. V 
* (MC) Presentation = Failure to Lactate 


. (wo) Presentation -Persistent Amenorrhoea 
*if woman donot lactate — Return of Menses in 6-8 wks 
* can also present as “ADRENAL CRISIS) 
can present Z signs CED 
and symptoms of < 


-perceived by herself = not confirmatory. - confirmatory 


1. Amenorrhoea -these ave signs seen by t. Felus on USQ 

2. Morning Sickness clinicians on BIMANUAL 2. Fetal parts can be (elt 

3. Breast tissue enlargement Examination, 3.Fetal Heart Sound an 
or tenderness be heard 


4. Increased frequency of 
urination, 


BIMANUALEx amination 


Probable Signs 


¬ 6wks of preqnancy 

- Softening of uterine isthmus 

- isthmus is the narrow constricted area 
between corpus and cervix of the uberus 

- corpus and cervix ave connected to each 
other at the level of Internal 05 


External 05 is between cervix and vagina 
- On Bimanual examination : Abdominal hand and vaginal hand 
touch each other 


- 6wks of pregnancy = 
¬ softening of Cervix 
EEE 
-Gwks of Pregnancy ROMA 
-unequal growth of uterus , because of Lateral implantation 
“implantation of conteptus : always eccentric 

Most common Site : upper posterior wall 
Form of conceptus implantation happens : [BLASTOCYST] 
Human Embryonic Development 

Fertilization of ovum : occurs in Ampulla of Fallopian Tube and 

remains dhere for 3 days 
Conceptus : male and female Pronucleus fuse and then divide 


| 4* Division occurs after 30hrs after fertilisation 


2 celled Stage 
4 йы stage @ 
$ celled stage 


16 celled n4 :[MoguLA] 


8CELLSTAGE MORULA BLASTOCYST 
(72 HOURS) (4 DAYS) 


[Мокша] + form in which conceptus enters uterine cavity 
on 4% day after fertilization Ja day after fertilization / 
Day 1$ from LMP 
Y 


4 


[BLasTocyst] 7 formed on Day 5 after ferlilization 
¬ implantation begins on Day 6 


¬ implantation completed by Day7 
Weeks ¬ Period of Gestation Day — - Post fertilization 


24: morula enters the cavity оп Day 4 from fertilization / Dayl8 
from LMP 
- Implantation happens in 3 Phases 
1. Apposition - require Selectins 
a. Adhesion -require Integrins 
5 Invasion -require Matrix Metallo Proteinase 


- small amount of bleeding at the time of 
implantation which is normal | 
NI 


ZONA PELLUCID Human. 
-its an acellular membrane 
-made up of Glycoprotein 
-Receptor for Sperm —> 


-By cortical reaction it releases certain granules which prevents 

polyspermy 
-lost on day5 -[ZONA HATCHING] e 
[DECIDUA ] = 
* It is endometrium of Pregnancy 
* 3 layers of Decidua are 

i. Decidua basalus 

ii. Decidua. capsularis 

iii Decidua parietalis 


* ukerine cavity gets obliterated 


by fusion of Decidua capsularis and Decidua parietalis 
known as [bEcipua VERA] This occurs -l6 wks of POG [14-16%] 


if this occurs in 
same menstrual cycle 
known as 


if this occurs in 


different menstrual cycle 
known as 


*Swks of Pregnancy 


it is lateral vaginal wall pulsations , because of increased vascularity 
to the uterus [uterine artery) 


percentage of Cardiac output to uterus ak term - 107 
Blood flow to uterus ak term- 750ml /min 


Uteroplacental flow at term- 450 - 750ml /min 


‘is branch of Anterior division of Internal Iliac 
* ak level of Internal 05 crosses over Ureter Water under the Bridge” 
"Uterine artery Ligation is done at the Internal 05 


‘is branch of Abdominal Aorta at level of La 
“gives blood to uterus through anastomosis dilates 3 times 
in Pregnancy 


in OBG Surgery is lem lateral to cervix. 
* LARO) site for ureteric injuryPelvic brim| Here ovarian artery 
crosses ureter] 


* bluish discolouration on vagina and vulva 


[Pacmer's Sian | Chadwick’s sign 
"regular rthymic contractions І „ жа 
Braxton Hicks Contractions: " 


> Я 
v. *_, 


donot raise intrauterine pressure hence 


nol perceived by pt. 


* all are immunologic test [Probable Sign] 

1. Medl- Human Chorionic Gonadotropin 
* its a glycoprotein hormone 

* & Subunits - X /R 


° a Subunits - X /R —» resembles R-LH and differs only in 
non m aa 6 amino aids 
absolutely identical 
to FSH, LH , TH 

à 9 done test * more sentitive 


* less Sensttwe. 


* min amount = LIU/L 

° Quanktalive Lest 

* Becomes Positive much earlier i.e 
€ Days Post-ovulation or 
€ Days Post- Fertilization 


min amount - 2010/1. 

* Qualitative tesk 

e usually Positive 1 wk after missed 
period. 
(Mc)reason for negative UPT when 
woman is pregnant is if done too 


early 
* Based on SANDWICH ELISA 


Based on order ef sensitivity of test 
4. FIA - Fluoro immuno Assay 
2. RIA - Radioimmuno Assay 
5 RRA 
4. ELISA - Enzyme Linked lmmunosorbant Assay 
5. IRMA 
HCG can give idea about viability : 
if viable Нса in early pregnanaj shows DOUBLING 
Da [рей iste [55-667 rise] 


2 
ieee -D3 [p443] - Repeat sample: shows a rise after 48hrs 


Abnormal Pregnancy / Non- viable pregnancy 
1% Scenario D, - 15 sample 
Dz - 27 sample - if fall in HCG 


2" Scenario D, - 4% sample 


Dz- 27 Sample - if slow rise Adie happens in 
Fdays 
PHC production starts as early as 8 days post fertilization 


Keeps Rising 
attains maximum value at 10wke [ 60-70days | 
Normal value in pregnancy = 4lakh IU 
after lOwks it begins to fall reaches minimum value 
by lewks [I6 -20wks] after which plateau 


== Conditions where HCG value is more than expe Led, emm 
4. Gestational Trophoblastic Disease 
2. Multifetal pregnancy d/t increase in Placental tissue 

HCH secreted by placenta - SYNCYTIOT oT 


‘from which all hormones are Secreted [Steroids , proteins] 
* Source of syncytiotrophoblast is cytotrophoblast 
3.Erythvoblastosis fetalis - placenta becomes swollen and big. 
ADOWN'S Syndrome 
5.Underestimated Gestational Age 
6.Hyperemesis Gravidarum 


Trophoblastic lacunae Enlarged blood vessels 


Syncytiotrophoblast 


‘Cytotrophoblast 


= Conditions where HCG value is less than expected 
1. Non-viable pregnancy 5. Trisomy 18 
2. Ectopic pregnancy 4. Overestimated Gestational age 
PL} Human Placental Laclogen 
aka Human Chorionic Somatomammotrophin (HC5) 
“can be detecked by Swks POG (starts producing) 
* produced by syncytiotrophoblast 
° no K/R Subunit 
* for placental funchioning HPL Keeps increasing as POG increases 
‘ik isthe hormone produced in maximum amount at term by 
placenta. 
main function - Endocrinal, responsible for Insulin resistance in 
pregnancy 


— Positive / CONFIRMATION OF 
t. Pregnancy 
2. Location of sac dene by (056) 
3, Viability 


USG in Early Pregnancy : > TAS — * 3-3.5MHz 
* done on full bladder 


* more sensitive 

“will pick up finding 1week earlier than TAS 
* Higher frequency 2:5 MHz - 7 MHz 

* Done on empty bladder 


* it is Fluid filled symmetrical structure 
Intra-decidual sign - 1% Sign 

* S/o Intrauterine pregnancy 

° seen ak 45 - bwks 


Yolk sac (ys) 
-seen between 5-5.5wks 


* visible upto lowks 
Fetal Pole (FP) 
* cardiac activity seen 
ak 5.5 -6wks 


I. Yolk Sac 
ı.Deûdua Capsularis 2. Amniotic sac 
2.Deudua Parietalis 


Double decidu 


cardiac activity on USG - M mode (Motion Mode) 
Hand Held Doppler Device - sound of Fetal Heart can be heared 
as early as LOwks POG 
Viability of Early Pregnancy 


] 


* when we See Gestational Sac — measure MSD (Mean Sac Diameter) 


Mie 
Empty Gestational Sac 
if but 
theve is inside 
*has avascular villi 
“empty sac 


Q. 6wks of amenorrhoea C/o bleeding and pain . On USG MSD of Ismm 
no yolk sac inside /embryo inside. What's next advice? 
Ans: follow up with use (Repeat USG = minimum after wk) 
Once we see embryo- measure 


Crown Rump Length 

* measured from Head end to buttock, of baby 

*BEST 05@ parameter to asses Gestational age 

“Ideal time to measure between 7 - 10 wks (upto 44wks) 

"iF CRL > 7mm < no cardiac activity — Missed Abortion 

(Non - viable pregnancu) 


HCG : Critical value at which Gestational sac should be seen on USG , 
for TVS - à0001.U 
for TAS - 65001.и 
Q. бике amenorrhoea ©. spotting and pain. HCG value 1500 I.U. 
and no Gestational sac seen. What's next advice ? 
Ans: Repeat HCG after 48hrs 


POSITIVE OR ABSOLUTE SIGNS OF PREGNANCY 


a.Palpation of fetal parts and perception of fetal movements by examiner ,at about 
Q0 wks 


b. Auscultation. of fetal heart sounds 
C. USG Evidence of embryo (at 6 wk) and Latex on 


A. Radiological demonstration of fetal skeleton at I&wks and onwards. 


WEIGHT GAIN IN PREGNANCY 


WEIGHT FoR HEIGHT RECOMMENDED TOTAL WEIGHT GAIN (Kg) 
ману | 9 — | 
Low 


USG IN EARLY PREGNANCY 
TRANSVAGINAL TRANSVAGINAL 
SONOGRAPHY (Tvs) SONOGRAPHY (TAS) 
Gestational Sac 5wks Sdays 


Yolk sac 6wks 
Fetal pole 


Fetal cavdiac activity 


Critical titer of heg to visualize the gestational sac within the uterus : 
TVS = 1500 


TAS = 3500 


BEST PARAMETERS FOR ESTIMATION OF FETAL AGE 
48 тм : CRL (crown Rump Length) 


a4 тм : Corrected Biparietal Diameter (c Bep) ov Head circumference 
Transcevebellay diameter 


INFERENCE (HC) 3'4тм : Head circumference and femur Length. 


Ovevall : CRL C crown Rump Length) 


MENSTRUAL ARE (weeks) 
Б | Gestation sac, Embryo Yok sae | 
е [кыю | 


[+ neues ТТТ 
[ x — Te 
[ mak [ые O — 
a — 


EET EEEEM External genitalia formed ,итіпе formation occur 


> = IL ceo ы \ k и = 


18 TRIMESTER : Crown Rump Length (CRL) 
27% TRIMESTER: Corrected biporietal diameter (cBPD) or 

Head circumference trans cerebellar diameter 
INFERANCE (HC) 3% TRIMESTER : Head circumference & 


Femur Length 
OVERALL : Crown Rump Length 


MENSTRUAL AGE (wks) FETAL STRUCTURES 


Hoy td 


*Choriodecidual. thickness, Chorionic Sac 
“Gestation Soc, Embryo yok Sac 

Fetal pole, Cardiac activity 

*Lowerlimb buds, midgut herniation 


(Physiological) 


“Upper limb buds , stomach, 


internal gonads formed 


‘Spina , choroidal plexus 
“Swallowing Starts 

“Fetal breathing movements 
* External genitilia formed 

* Urine formation occurs 


i pepa perry age " USG is 2-14 weeks 


li- 


(by Crown Rump Length) 


Best indicator of fetal growth, TUGR- Abdominal circumfevences- 
"honscerebelor Diameter (TCD) is an accunte predictor of gestational 
age biw 14-28 weeks 


iv. Fetal anomaly which can be earliest detected by USG - Anencephaly 


(Level I) 


v. Lemon & Banan Sin are seen in Neural Tube Defects Espinal 


involvement 


vi. Two Best ultrasonographic markers of Down Syndrome in 


Vii. CRL. (in mm) +42 


T Trimester — Absent cy Hypoplastic nasal bone. 
Increased nuchal translucency more than 35mm 
= Gestation in Days 


vii. Embryo should increase its CRL by 1mm per day. Failure to 
visualize Gn embryo when the MSD is 20mm, indicates 
pregnancy loss. It indicated blighted ovum Which is most 
commonly because of Chromosomal Anomaly 


uoo to be avoided in IS Trimester .It loads to ther mol inj. to 
tus- 


PHENOMENON ] TIME 
* Palpatin of fetal. part 20 weeks 
* Active fetal movement by placing 20 weeks 
a hand on Abdomen 
* External Ballotment 20 weeks 
- Internal) Ballotment 16- 28 weeks 
: FHS Audible by Stethoscope 18 -20 weeks 
* Fetal movement can be 10 weeks 
detected by Dopplr 


* Lightening | 38 weeks 


IDEALLY THE SCHEDULE FOR ANTENATAL VISITS SHOULD BE: 
а. Monthly visits upto 28 weeks | 
b. Two weekly visits blu 2€ £ 36 weeks  [ Total 12-16 visits 
C. Weekly visit from Z6weeks onwards- 


WHO RECOMMENDS AT LEST 4 VISITS: 


1S visit : 16 weeks At each visit до: 

2 vist : 24-4euxeks| ‘HOM ири 

ЭЧ visit : 22 weeks ‘BP ‘Wt goin assessment 
HP visit : 26 weeks -Uring Albumin 


AS PER INDIAN SCENARIO- MINIMUM 3 VISITS -ESSENTIAL 


1* at : 20 weeks (or assoonas pregnancy is Known) 

2d ab : 52 weeks 

Zd at : 26 weeks 

4 First visit that a woman makes to health cave facility :BookiN& VISIT 


# A booked ase is one that hos at least Зааны visits 
with at least two in last trimester 


INVESTIGATION 


a Blood : HB,BT, CT, BG, VDRL, HBsAg, HCV, HIV. 
BG- FASTING £ POST PRANDIAL , HPLC 
. Urine complete 
Double marker at 117 15+6 weeks 
: Tripe marker (MSAFP) - 15-18 weeks 
NT NB Scan at 11- 1$ t6 weeks 
- Level T Scan (18-20 weeks) 


KE&ELS EXERCISES - TIME FOR INITI&TIN& KEGELS EXERCISE 


a. Pregnancy - 3d Trimester 
b. After vaginal delivery : after 24 bys 
C. After cesarean section : after 24 hrs 


IES IN PREGNANCY : 
kiled vaccines aye safe in pregnancy 
Live vaccines are best avoided in pregnancy: 


To be given in case О 
SAFE ONLYIN EPIDEMICS | to highly endemic areas or | C/T 
exposed to contacts 


Yellow Fever 


dpan 


Japanese encephalitis 
Polio ( ІРУ) 


High Risk Pregnancy: A high visk pregnancy is one wher the mother 
Suffers from causes which are detrimental to her health ov 


fetal health. Some of thee important foctors are : 


i. Age >55 yrs vii. Placental previa 

ii. erly primi ix Short stature - below 44Dcm 
ii- >5 previous pregnancies х. Young primi - C40 years 

iv. H/O Past stil births x. PET 

у. H/O Neonatal births Xi- Systemic Diseases – 

М. Previous caesarian section HTN RHD , Diabetes 

vii. Hemorrhage z Renal diseases etc- 


Xii. TB 


- Pre conceptional Screening &councelling offers an opportunity to 
identify & mitigate maternal risk factors before pregnancy begins- 
-The preconceptional visit is the Single most important health care 
visit when viewed in the context of it's effect on pregnancy 
-Barker Hypothesis : The intra-uterine fetal enviornmental has o. 
tremendous impact 6n the health & well-being of the adult that 
fetus will become. (IU&R babies are move prone to develop 
Coronary artery disease, HTN, Diabetes, Dementia in future) 


health & condition of an uunborn fetus. 
- Congenital anomalies acount for 20-257 of perinatal death. 
- The techniques employed for prenatal diagnosis Include 


CAUSES OF CONGENITAL. ABNORMALITIES 


CHROMOSOMAL. (67) SINeLÉ @ENE INFECTIONS DRUGS& 


Trisomy -24 DISORDER (27) ENVIORNMENTAL. 
“Trisomy - 18 “CMV “Warfari 
(Edwards synd:) -Varicella кча 
-Trisomy - 13 *Porvo virus .Dilantin 
CPatau's Synd) "борта x Radiation 
ж Alcohol 
* Hypoxia 
AUTOSOMAL. XL Recessive -57. 
XL Dominant - Rare 
DOMINANT(#04 ^ RECESSIVE (20/) * Hemophilia 
*Achondroplasia ° Cystic Fibrosis - Duchenne muscular dystrophy 
-Marfan Syndrome • Galactosemia, * Clour blindness 


*Neurofibxomatosis + Sickle cell anemia “Fragile X Syndrome 


OTHER CAUSES 
a MATERNAL ILLNESS (57) D) MULTIFACTORIAL. (207) 


‘Diabetes ‘Neural Tube Defects 
- Epilepsy “Congenital Heart defects 
- Clef Lip & Pilate 


© IDIOPATHIC (607.) 


TOUT mmc реч» 


One of missed period = 4 weeks pregnant 
* Gent pie feri dau ан. 
That event = 2c days + 2 weeks of Pregnancy 
Eg: Trophoblast divides into Cytotophoblast & Syncitiotrophoblast 
8 days after fertilization 
at what gestational age trophoblast divides 2 


ж Any event which occurs anytime fiom period of gestation /at 
Pregnancy > What time after fertilization it is going to 
happen 2 => Substrat 205 [ism it 

Eg: Cardiac activity is seen infetus at 5 wks of pregnancy 
After howmany weeks after fertilization, cardiac 
activity gm a2 
Duks- 2wks = ue after rtilizaton 

FE TAL @ROWTH PERIOD 
Are defined fom the of fertilization and not fom the 

4st of LMP. 


Growth Period | Norma Definitions Definition as per 
(fom day of fertilization) _ | Period of Pregnancy 2) 

" Day of fextilization uptil |  upüll 4wks of 
ttt om | "tee Para 


embryonic Рато | Fom os after fertilization | From Sucks uptill 
` Fratogenic upil € wks after | 10uks cf pranany 
fertilization 


and 

Fatal Period > Dus after fertilization | 14 wks of pregnancy & 
& uphill deive l| даќеу 

THE TOTAL. DURATION OF PRE&INANCY 


UXkS 
upti 


Mn eee 


NG @) 


laus / GOwks/ month + 4 daus 


4st rester 2nd Trimester 214 Trimester 


uptill 13 wks t6days — 14 wks >2Fwks+6days 28065 > 400% 
ESTIMATING FETAL АВЕ 


“CLINICALLY 
Z6 wk «€—-—^------- Xiphistemum 
AOR 2 = 2/5 distance bjw umblicus & xiphisternum 
2wk €7— —-------x---- Yz distance p umbiicus & xiphisternum 
2йшКе———-=-=------.\-- 2 Borde Umblicus 
200 SERE 2d А Border of Umblicus 


© 16wu«———— ---......]-..- Midway bjw Pubic symphysis &umblicus 


5с cai NN Pubic Symphy sts 
After 36 wks —> Head of fetus goes down into pelvis 
Height a Uterus y 
Respiratory Discomfort + 
Kj Lightering/ шото sigh 


Howto know whether it's 32 wks / 40wks of Pregnancy ?? 


" 
IF fetal head is felt per abdomen = Z0wks 
If fetal head is not felt perabdomen = 40 wks 
QN USS : ESTIMATION OF FETAL AGE 
TRIMESTER BEST PARAMETER 
fUTRMESTER ———9 Crown Ramp Length 
24 TRIMESTER——> Best : BiparietaL diameter (BPD 


270 · Head Greumference, 
34 TRIMESTER ——> Femur Length 


IMPORTANT ASPECTS 


1. The earlier the USA done in pregnancy , the more accurately 
it predicts Fetal age 


2. Suboptimally dated on USS > IF a patient hos not got any USA 
done before 22 wks of pregnancy: 
= EDD should not be changed based m USS except in cases of 


IVF 
Important Points en СЕ. C Distance bjw Vertex £ Coccyx) 
1. CRLF 65mm = Gestational age in weeks 
€q Suppose, CRL Б € mm , add 65mm to CRL= 44 5wks 

2. CRL + 42 = Gestational age in days EMEN : 
3. CRL ^ by 4mm/day 
4-Smallest CRL ot which embryo 

is Viable = 4-bmm 
5. if CRL Z mm + ge Cardiac Activity 


Missed Abortion 
Jmgortort points gn BPD 
Tt measured fom, 


Outer table of fetal skull on the 


one side to inner table of fetal skull 
on other side- 


Fetal age can oko be estimated ру > + 


somes of Pregnancy кш d Pregnancy 
Vfetal length Fetal Length 
ҷу 5 
Gestational Age y 
al length => а У COCCUX Gestational Age 
to heel 
Crown RUMPLENGTH Fel ишен E 
y 
CROWN HEEL. LENGTH 
ASSESMENT QF WEIGHT OF FETUS 
Саро ке 
JHONSON FORMULA Г а 
HADLOCK SCHEPHERD 
FORMULA FORMULA 
ASSESMENT QF FETAL GROWTH 


ARNOMINAL 


ERENCE 


Abdominal Circumference is measured 
following are visibla > Portal Sinus 


Umblical veirs 


Stomach 


4* Abdominal. circumference is the mly parameter which is teling 
about growth of fetus 


TUAR Macrosomia 
# If AC > 35cm = Macosomia 
+ Normally = Fac 720-407. 


ae DM Ratio decreased 
TUGR Skeletal Dysplasia, 
FETAL HEMATOEKIS 


GOWER 1 
GOWER 2 

PORTLAND Hb 
HbF 
HbA 


FETAL ERYTHROCYTES (RBC) 
In fori Intrauterine Life 2 Fetal RBC 


Nuclaated jacyocytic 
(MCV = 480 FL.) 


Latercn size y = 105 FL 


But this not happen in Aneuploid Fetus 


At time of birth = Hb > 16-1€ gm/dl 


45-857. 20-25 7. 
Y Vy 


HbF HbA 
But by 6 months of age, HbF is <17 


HbF HbA 


-Less of 2,-DPG - More 
-Less Carbonic anhydrase -Mre 


-Higher affinity for C». -Low affini 
Resistant to acid £alkali =Zensitive to acid & alkali 
y 


Forms the basis of 2 tests 
1. API TEST /SINGERS alkali 
denoluxation test 

2. Kleinaver Betka test 


APT TEST ©) SINGER'S ALKALI KLEIHAVER BETKE 
DENATURATION TEST TEST 
ж Helps to differentiate blw placenta |ж Calculate the асве of 
previa & vasa previa Anti-D in Rh e females 
ж 17. NaOH or KOH Reagent ж Qtric acid phosphate Buffer 
agent 


x Qualitative tet 


ж Differentiating bhu fetal blood & |ж Differentiating рш fetal 
maternal blood- RBC & maternal RBC 


MAJOR EVENTS IN FETAL DEVELOPMENT 
Mw OOO Va SANI m I 
EVENTS SEEN AT 


a Female 12 wks 
External Genitalia. Male 14 us 


1007 sex of fetus on USA determined by 14 wks 


Ii produci 
16 wks C4 months) 


NOTE: ж Fetus produces only IgM: Begins at 20 wks 
1gM£ Albumin cannot cras placenta 
Tg is tansporkd to fetus at 16 wks 
x Surfactant production begins at 2Owks 
G Present in Amniotic Fluid at 28 Weeks 


USES OF USG IN PRESNANCY 
Te confirm pregnancy : 


Gestational Sac | 4wks + 1day to 
4uks +3 day 


Cardiac oy 
Q Garliest time at which Gestational sac can be identified on TVS 


from LMP? Awke + 1d - 
0) 20 day % 20 day uc e 


b) 25 day d) 25 day Auks + 3day = 5) 


20-4 


m — 


Q Gorliest time at which gestational sac be identified on TVS 
from fertilization 2 


70) 20 days 9.50 days Апу ЕЕ о 1 pii 
we how 
T کم‎ it from day fertilization 
Zuks +iday = @) f 
to Gibstracte 2 weeks 
2065 + 3day = @ 
Q Gestational sac con be visualized 6n USG: 
4) 4 wks C) бик 
WJ 5 wks d) d wks 


Unless it is not mentioned whether TVS GD TAS 
Y 
Take it as TAS 


2. It helps in knowing whether it's Intrauterine o “Ectopic Pregnancy 
Tue Gestational Sac | Pseudo gestational Soc 
paea (thickened decidua) 


0 


xLoated Eccentric * ОИ 

Ж Grous (Tin size) veryday | * Doanot grous 

x Doule decidua sac ж Double decidual sac 
presnt. absent: 


ж i Sign of pregnancy on US& = Gestational Sac 
ж TE sign of intrauterine pregnancy on USS = Yolk Sac. 


4. Suppo 7 Gestational sac = Mean sac diameter 7 25mm & 
nofatal. tksues/ Yolk sac] No cardiac. activity 


Y 
BUG@HTED OYUM 


2. If CRL2+mm but no cardiac activity 
MISSED ABORTION 

CASE SCENARIO 

Female with 6 wks Qmmonorhoea + Spotting present 

On USG i Mean sac diameter = 20mm 

NEXT STEP ? 
wait for week & then repeat USS 

Z. Helps in diagnosing twin pregnancy 
4. Help to know Fetal Age 


9. Helps in assesing growth of fetus 
& Helps in detecting congenital malformation 


CONGENITAL MALFORMATIONS £ USG 


Routine 056 TYPE 2 0$6/ TIFFA 
Type (‘use Taygetted Imaging Foy Fetal Anomalies 


Con detect only few Can detect all coger matformations 


net | ions 
ui Dona in all pregnant females 
one that ا‎ malformdisn Best time = 16-20 wks (18-20 wks) 
is ANENCEPHAL7 | (Precisely) 
entire pregnarcy , onl why ? 
Ge US& hos to be dong which LAI aroge Б 
0s Should be that one & what i rues ун 
time it should be done 72 2.In INDIA MTP is legal upto 
ТУРЕ 2/TIF FA @ 16-20 wks 2 weeks 


(18-20u0ks) 


ANENCEPHALY & YSG 


Earliest time. Best time Signs 
detected сп USA 1 weeks од Sgn 
"m Vds ii. Mickey Meuse sign 


— 


ORBIT 


~~. 
BRAIN TISSUE 


NOSE 


FROGEVESIGN “ш 


MICKEY SIGN 
FROG EYE 


056 SIGNS INDICATING: SPINA BIFLOA 
-Small Biparieta diameter 
= Ventriculomegaly 
-Frontal bone scalloping (the so called Lemon sign) 
- Elongation & downward displacement of the cerebellum 
(the so called Banana. sign) 


Lemon Sign — Cp Banana Sign 


Medscape®  www.medscape.com 
a 


dme ck 


~ Banana cerebellum 
. 


Oblierated == 
cisterna magna 


Banana sign Lemon sign 


ANOTHER DEFECT WHICH CAN BE DETECTED IN 19 TEIMESTER 
are ventral wall defects 


i. Omphalocele — Bowel contained in Sac & there will be 
covering over Bowel 
ii- Gastroschisis — There is ho Covering over Bowel 
We Know that ;there is physiologic Hemiation of Intestine which happens 
Е we ave getting ventral defects befove 12. wks of pregnancy: 


Defect continuing in Physiologic Ferniation 
2rd trimester Оа о Intestina.- 


4 
Pathological 


OMPHALOCELE GASTROSCHISIS 


+ Omphalocele > Defect is smooth contour 
% Gastoschisis > Defect is irregular contour 


Ompalocele 


Gastroschisis 


+ USG alsohelp in lomlising location of placenta , whether tt is in 
upper Segment (5) Lower 


For localization of Placenta, USG should be done in 3rd тоўот 
Best time to detect Placentapvevia m USAP 2! Trimester 
ANEN CEPHALY 
-Vout or skull is absent 
-Adrenal glands are either absent or Hypoplastic 
ш V @ Absent 
Du qum Estrogen Production by Placenta 
—Polyhydvamnios (aft skull is absent, CSF @aks into amniotic 
l fluids & also there is Swallowing defects) 
-MC Presentation is > Face presentation 
—Chances of Recurtance => After 1 NTD: 47. 


After 2 NTD : 107. 
MC in? | 
Anencephaly Macrosomia & Resp. defects 


-Prevention of NTD = Folic acid Supplementation 
-Management of Anencephaly > MIP 


FOUC ACID SUPPLEMENTATION 
i- Prevents NTD 
ii. Prevents Megaloblastic Anemia 
її. Prevent TUGR 
ү. Prevents Abruptio placenta 


DOSES OF БА DURING PREGNANCY, 
400mcg/dau 1mg/ day 4mg/dau (Therapeutic dose) 
All pregnant females If pregnant female has | Pregnant female, who has 
NO with hlo NTD | Megaloblastic Anemia | b/o previous NTD Baby 


BABY 
(Prophuactic dose of 
FA) 
All pregnant female If pregnant female hos Pregnant female is any 
C diabetes 2°Relatives С ђо NTO antiepileptic drugs 
which ^ chance of 
NTD 
Eq : Val proaic Acid 
All pregnant females | If pregnant female is on | Pregnant female who 
Who all are m | any drugs which V has sickle cell anemia 
antiepileptic drugs | absorption of FA (бта >4mq) 
Which donot ause Ед: Trimethoprim 
NTD Sutfasalazi 
£g: LAMOTRIGINE ни 
- Prophylactic dose of FA = 400 mcg 
b dn NTD 
Ideally it should be given 3 months before pregnancy but 
atleast it should be given 1 month before pregnancy 9с 
it should be continued till 3 months after pregnancy 
- Tabat of FA ~? Provided by Govt. of India 
Boom<g 


-RDA : of FA in pregnancy — 500mg 
- If pregnant femola ms previous hlo NTD Baby 


аташ (Therapeutic dose) 


atluast it should (¢ start fom 4 month before pregnancy 
Continue it Sr months after =ч 


After 3 йш put her on 5 400mcg FA/day 
Throughout pregnancy 
DIAGINOSIS OF ANIENCEPHALY 


al Tes pap "est 


a omm ha fetoprotein Earlier : Amniocentesis 
po -20 ЕР (Invasive test) 


Best: em Nou : Level2 san] TIFFA 
(O eseesnc oec se ma Most sensitive biochemical marker for Anencephaly 
is Tonic CHOLINESTERASE 


ALFA EETO PROTEIN 


-Sunthesised in Early weeks —> Yolk Sac 
Later бп — Fetal GIT & Liver 

-Major Source : Fetal Liver 
- Present in o) Fetal serum > Highest levels ore @ 1805$ 

b) Amniotic fluids > Highest wels areq? 48uks 

Ф Maternal Serum» Highest lavels are @32 wks 
-t^ : 5-90 
-Соеопіпд test : Maternal serum alpha feto protein 

(22.5 MOM) 
In twin = 225 MOM 


^AFP Y AFP 


* NTD ж Diabetic : Diabetes 
ж Abdominal wall defects | ж Gestatimal trophoblastic disease 
* Pilonidal sinus (Molar pregnancy, Choviocarcinan) 
ж O-Maternal obesity, overstimulated 
gestational age 
ж Abortion 


x Trisomy Ед: Down syndrome | 


Q Which of the following is a best marker fòr gestational age 2 
vA CRL at 16 wks €) FL at 32 wks 
Ы BPD at 16 wks ФАС at 20 wks 
(Because CRL at 16 wks is not measured) 


Q Fetal sex can be detected by US& at 
«Aj 14 weeks Q 1€ weeks 
B 16 weeks d)20 weeks 


@ Hormone Resporsible for fetal growth 
9) Growth Horm. Ò Parathyroid Hormone 


Jj Insulin d) Thyroxine 
Q Fetal Kidneys start producing urine by 
@3months Q Smonths 
0 4 months d) 6 months 
Q Fetal stage starts at 
ane 4?) wks Q6uks 
TU бзи d) 12 ks 
Q Earliest cardiac activity can be detected by 
a 5uks 9 FUKS 
b) 6wks $) Swks 


Since qn not saying TYS /TAS > Zarliest it can be detected 
using TVS at wks 


Q Dose of FA in a pregnant female c gestational diabetes 
a) 4mg 


«97400 meg 
b) 400mg d) 40 mcg 
Ф Most sensitive biochemical ‘marker for NTD 
0) «-FP © pseudocholinesterase 


b acetyl cholinesterase d) PAPP A 


Q All of the following are true about anencephaly except 
а) Move А infemales Ф Folic e Hix ae еы 
b) ass with polyhydramnios preventive 
DEnlarged adrenal gland 
A 17-year-old comes to an adolescent clinic witn 


complain of nausea and vomiting. She did a home 
urine pregnancy test which was positive. She does 
not remember her date of last menstrual period. USG 


shows a viable pregnancy of 8 weeks gestation. 
Which of the following statements regarding first 
trimester ultrasound is correct? 


a. А gestational sac can be first seen 2 weeks after 
ump C4wks + 1404 to 4wks+ 5404) 


c. Yolk sac is the first sign of pregnancy on USG 
d. USG can be used to determine the sex of the baby 


Q Increased &FP ic Seen in 
а) Down syndrome Q Overstimulated gestational age 
D) Molar pregnancy 47 Congenital Мероб Synd: 


Ld : i)FHR- monitored every 30min for 4 min 


ii) Membrane : Intack + 
Rupture - if Ruptured - CoLoug should be mentioned 


iti) Moulding : Over-riding of PARIETAL BONES of Baby 


4+ - Bones touching each other Overlaping of Bones occurs 
when Space tn PELVIS is 
9+ - Overlaping but can be separated. less. 


3+ -Overlaping and cannot be separated. 
2 PROGRESS of ACTIVE PHASE : Alert Line A_>, Action line 
If pt comes с 6cm dilatation — Plotting begins on ALERT LINE 


“If any plotting : is on (D on avert име - (S) 


on @ of ALERT LINE — Stow PRoGRESS — Referred to HIGHER CENTRE 


lies on ACTION LINE or INTERVENTION needed. 
to ® of Action UNE 


PN examination done 4hrly 


* contractions - every 30mins for 10 тіп. Check for how many contractions. 
* Monitor Vitals = PR/RR/ Temp / % / urine Albumin 
* Contraction represented E - last «a0sec 


- 20-40see 
B - >40sec 


Labour progress recording 
in latent phase 


Plot dilatation as "X" 
Plot descent as "O" 


At admission: 
- Dilatation 4 2 cm 
-Descent —›-2 


2 hours after admission: 
- Dilatation — 2 cm 
-Descent ә -1 


As the dilatation is only 2 cm therefore 
the labour progress is in the latent 
phase 


"PPP 


d 
i—i 
Hous. o # RABER: 


= 


drops/min 
mes || ||| | 


19 


LIE 
“Relation b/w Long axis of fetus € long axis of uterus 
* Correck DEXTRO ROTATION - 18 

0) Longitudinal ii) Transverse 


* part of fetus which is foremost to birth canal 


“LEOPOLD MANEUVERS - 
IS GRIP: FUNDAL GRIP - Broad Soft Part 


S/o Buttocks 


* Smooth curved part — S/ BACK. 
* Small knobby irregular — S/o LIMBS 


* Hard , Round, Smooth Structure - S/oHEAD 
+ if can be moved Side lo side - FREE FLOATING or 


BALLOTABLE 
4% GRIP: DEEP PELVIC GRIP - 
CONVERGING: head has not 
"d entered pelvis 
* Bolh Hands 


DIVERGING * head has entered pelvis 


First maneuver. Second maneuver 


Third maneuver Fourth maneuver 


FIGURE 9.7. Leopold maneuvers. The maneuvers are used 
to determine fetal position: 1) determination of what is in 
the fundus; 2) evaluation of the fetal back and extremities; 
3) palpation of the presenting part above the symphysis; 
4) determination of the direction and degree of flexion of 
the head. 


“Presentation "(D CeeHauc; ORe — (DsuouipeR 


can be 

ATTITUDE + Flexed/extended Head ANTERIOR FONTANELLE | DIAMOND / RHOMBOID 
or BREGMA 

t VERTEX. O Well flexed — (S Labour 
POSTERIOR FONTANELLE | TRIANGULAR 

Deflexed От LAMBDA 
CL PARTIAL EXTENSION — aka BROW PRESENTATION 
(BULL EXTENSION — FACE PRESENTATION 


VERTEX - BOUNDARIES X ANTERIOR —— ANTERIOR FONTANELLE + CORONAL SUTURE 
POSTERIOR — POSTERIOR FONTANELLE + LAMBDOID SUTURE 

BROW - BOUNDARIES СУ ANTERIOR —— GLABELLA + SUPRAORBITAL RIPGE 
POSTERIOR —? ANTERIOR FONTANELLE + CORONAL SUTURE 

FACE - More Anterior tb BROW 

On weU fane] SINCIPUT ak HIGHER О s 


HEAD Level than OCCIPUT 


Occiput 


.) \ - 

J di 9 
On P/a - SıncıPur | | | 
dod) | 


S On*/v - Posterior Fontanelle/ \ > 
w 


DEFLEXED HEAD : SINCIPUT at SAME 
Level as OCCIPUT 


Longitudinal lie Longitudinal lie Transverse lie 
Vertex presentation Breech presentation shoulder presentation 


Abnormal Presentations 


* when the Largest fetal head diameter crosses the pelvic brim. 
[Bi Parietal Diameter) 
‘Largest Transverse Fetal Head diameter in well flexed head (VERTEX) = BPD - 45cm 
AP Engaging diameter change & presentation [Degree of Flexim/xkensior) 
1. WO Flexed VERTEX- Suboccipito Breqmatic > centre of AF - 45em 
2. Deflexed [Engagement Delayed) NC Dccipito frontal — Ant. end of Breqma, - II-Sem 


Suboccipito frontal = 10-5cm 


s. FD- Menlo-verlical - 14ст [Largest Fetal Head Diameter } 
G Highest poink of Sagittal Suture 


SMALLEST Head diameter - BIMASTOID (4-Sem) > BITEMPORAL (gem) 


4. Face.- Submentobreqmatic (45cm) 


Anterior 
Sagittal fontanelle 
Coronal suture Posterior 
suture fontanelle. c 
CA Posterior 
Anterior Occipital ) VS, fontanelle 
fontanelle N, 4 j ‚ bone 
f ) f — Occipito- 
1 Д / frontal 
Ё j diameter 
Frontal — 8 5 3 XE = 
е p / 
suture \ Y Y x oodd 
\ | | 
Х | 
Suboccipito- 
чи bregmatic 


diameter 
Submentobregmatic (9.5 cm) 
diameter (9.5 cm) 
Supraoccipitomental 

diameter (13.5 cm) 


B 


Submentobregmatic 9.5 


Verticomental13.S. 
face presentation 


Brow presentation 
Vert Р 
ler. 


A 5 


Vertex presentation 
of deflexed head 


Vertex presentation 


Engagement rules out CPD ak Pelvic brim 


On P/a : Rule of Fifths — Fetal Head into 5 equal parts. Ед: 5/5, 4/5, 3/5,2/5, '/s „0/5 


Numerator _ How many parts above brim 


5/5 - Free Floating, 4/5 - Fixed head 
Denomenator Total Equal parts 


us - Engaged. 
5/5 4/5 3/5 2/5 1/5 0/5 


Pelvic cavity 
Completely Sincput Sinciput Sinciput Sinciput None 
above high. easily felt, felt, felt, of head 
Occiput Occiput Occiput Occiput palpable 
easily felt felt just felt not felt 


On P/V: Leading point of head < respect to IScHIAL SPINE > Station’ у -5 Њо b+5 


„ФИШ - opo crossed inte Pelvic beim "ti 
Engaged head - EG = 


at STATION =a) - Leading point is дет above 
ischial spine 


dn Primi - engagement happens ak 3twks 


Ischial 
In Mutti - engagement happens ak Spine 
ONSET OF LABOUR 


Primi - free floating head at 3twks 
cause: t Deflexed head - e 
2. CPD 
3. Placenta Praevia, ab 05 
4. Polyhydraminos 


(POSITION: Location of head in pelvis 


VERTEX BREECH FACE Brow 
Y V 4 4 
осслрот (о) Sacrum (5) Mentum (м) FRONTAL Bones (ғ) 


4,3,4 — Bony prominences close lo Pubic Symphysis - Ank L-Left | Side of Mother 
R- Right 


6,1,8 — Bony prominences close lo Sacrum - Post 


1.5 — TRANSVERSE 


of HEAD 


)HEAD happens by Vg 
ü)PoSTERIOR SHOULDER by УЗ 
Same divection as 
їй) ANTERIOR SHOULDER by # | Head 
after IR Occiput lie - under the pubic symphysis 
after IR Shoulder lie- © oblique 
OSacro iliac joint of mother 
'S.DELIVERY OF HEAD by EXTENSION 
(EXTERNAL ROTATION :) 18 Ye™ - only HEAD moves = aka RESTITUTION 
and We" - Both Head and Shoulder moves 
Rotation direction of movement: IR and ER - Opposite 


ER and Reshtution- Same 


: when BPD stretches the vulval outlet and doesnot RECEDE back in bw 
contractions 


* Perineum is Stretched and EPISIOTOMY can be given. 


What makes LagouR Ap? УРУ 


T. PELVIS T. Pusu T, PASSEN GER 
or Fetus 
الس‎ 
VERTEX NON -VERTEX 


сер Occipito posterior 


d-&wNECOID PELVIS- (6), Inlet - almost circular, $/i 50% 

2. ANTHROPOID PELVIS- a4 (9 intet- AP Oval , S/i 257% of Females DEEPEST PELVIS 

Z ANDROID PELVIS - Typical of Male, Inlet- Heart shaped, Si 207 of females 

APLATYPELLOID aka FLAT GYNAECOID - Inlet - Transverse Oval , /i 5 / females 

‘G.NAEGELES PELVIS) - one ALA of Sacrum absent | deformed Pelvis — ® Vaginal delivery 
NOT possible 

(@ROBERT'S PELVIS- BOTH ALA of Sacrum absent 4 

3. TRIRADIATE. PELVIS - 5/i Vit.D deficiency, Osteomalacia, Rickets 


So, C-$ done 


Caldwell-Malloy Pelvic Types 
MIDPELVIS 


Platypelloid Anthropol 


X-Ray Showing Tri radiate pelvis 


Separation of pubic Symphysis and. 
COXA VARA deformity of neck of 
femur 


NAEGELES PELVIS 


ROBERT'S PELVIS 


ANDROID 


Side walls Side walls converging 
PARALLEL Occiput goes posterior 


(2) Cause of OCLIPITO POSTERIOR 


ischial spines - Blunt Ischial Spines - Sharp 
Subpubic angle - OBTUSE (40-106) Head can gek stuck > Deep Transverse Arrest 
Shallow Pelvis Subpubic angle 85° Deep Pelvis 
BX © 
“INLET Shortest : AP diameter ————> 3 in Number 
з. Diagonal conjugate i tank bul i 
2.Obstetric Conjugate - O toSem edit oe pines што 
3. True Conjugate У 
“Only Diagonal conjugate can be (&) Fingers not touch Sacral 
assesed promontory dhen DC = là, 
(CAVITY Shortest : Transverse Inter ischial Spine Diameter ; Both Spine cannot be touched together 
O to-Sem 
| Shortest + Transverse — Intertuberous Diameter (ITD); FOUR KNUCKLE Test 
O ист 6® easily fit b/w Ischial tuberosity 
= [lcm 


O inlet : IF OC € 10см 5 DE < Sem 
* Small pelvis even for averaged Size baby 
®© сомы iG IID < Bem ( Diagnostic) 
* one ov more of these diameter ave small <tocm S/o Contracted cavity 


+ Absolute Indication for C'S @outlek sif ITD < Sem 

* Pelvic Assessment is done in Primi bjw 38-34 wks 

* pelvis not grossly small 

* TRIAL OF LABOUR - Best way to (оок for CPD — After delivery - MRI ,CT, ] done for 


X-Ray Perimebry| Pelvic 
assessment 


End point of Trial of Labour for СР-р 
ت‎ | 
Delwer Arrest Fetal distress > CS 


CPD — slow progress despite uterine contractions — Arrest — Cs done 


4 
If. С-5 not done 

OBSTRUCTED LABOUR OBSTRUCTED LABOUR 
*On General Physical Examination On P/a 

7 Exhausted -upper segment – Tonicallu contracted 

- Dehydrated * lower segment - Thinned and stretched 

7 Tachycavdia 

- Tachypnea * &/y à segments - Ring Cdepression) aka. 

BANDU'S Ring - Pathological Retraction Ring 

On P/v 

1. Caput “FHR - Severe distress or absent d/t suprapubic bulge 

2. Moulding full bladder 


3. Hot Dry Vagina 


if empty the bladder — HEMATURIA 
Mx: CS even if FHR is ABSENT 
“Previously if FHR is ABSENT destructive 


procedure were carried oub: 
1. CRANIOTOMY 


2.$y MPHYSIOTOMY 


Post os 


elongated 
and 
thinned 
Lus 


seriously 
overstretched: 
impending 
rupture 


Ischemia — Slowly Shed off — Urine tus 


leakage of ll | 


oedematous Д) 
lator 7 


Vesico vaginal Fistula 


Q. аур < Prev CS for CPD — Vaginal delivery can be done if no CPD in Current Pregnancy. 
< Uterine contractions — ® Intra uterine Pressure - at lomm Hq - Uterus hard (Palpable) 


ak 15mm Hg - painful - Initiate Cervical 
+ Adequate Contrackions : generate 220 - aso (> aoo) dilatation 


MONTE VIDEO UNITS ( Units of uterine. contraction) 
= No. of contractions ih 10min x Pressure generated by each. Eg: 3 X40mmHg = lao 


* If Adequate contractions —— No further Augmentation required 


* Touch FUNDUS £ INDEX Finger > if cannot be indented — 40mmHg — MODERATE Strength 


Contractions 
4* stage - abend, – 50mm Hg 


an Stage - akend ¬ $0mm Hq 


Contractions ave strongest at Funvus . HYPERSTIMULATION— Tachysystole € Fekal distress 


1. Stop OXYTOCIN drip 


We can Restart FHR will 
P d Oxytocin after «— become Ñ) ) 2. (D Lateral position 
30min 
Restart ak 3. Administer O2 by mask 
HALF Previous dose — if contractions are 
| INADEQUATE and LABOUR (4. Administer iv fluids Fast 
slow 
if ADEQUATE 
J canbe Do AUGMENTATION = ARM + OXYTOCIN 
СР” Occipito Posterior Position 
V 
Mx. TRIAL of LABOUR XR Deliver 
Arrest 
|. PASSENGER - 
NON VERTEX VERTEX 
+ Malpresentations 


if AbD Labour; CPD; Occipito posterior — Malposition 
“ÛD cause of Occipito posterior - ANDROID PEWIS 
- ana (MO cause > DEFLEXED Head — Engaging diameter is Occipito frontal or Suboccipitofrontal 


ДО) position in OP — Mop — Outcomes in Hop — ЗР: are (BD, slow Labour despite 


(bor 1 adequate contraction 
nA Labour - 2/6 E is Mx: Wait and Watch 
"XL ' 
4 а 
3 
-а”4 oukcome + if Pelvis Ab® = я 


" 6, 8 
: ANDROID Pelvis 
7 Deep Transverse Arrest xe a 


3" Outcome : In ANTHROPOID Pelvis - Direct OP т, 


Vaginal delivery Persistent OP 6 3 
possible 5 1 
Face to Pubis 4 " 


> ts 


Contraindicated in wherever V-D is not done 

1. Contracked Pelvis 4. Prev. h/o Rupture uberus 
2.Placenta praevia 6. Classical CS 
3.Transverse Ue (Malpresentations) 6 >3 (scs 


Pre- Induction Scoring [ eisnoP's score) * Bishop score 


7 most impt - Dilatation CERVIX 0 2 
Least impt= Position t 


Position Posterior i Anterior | 
‘In Modified Bishops — Consistency Firm Medium | Soft | 
Effacement is replaced by Cervix len 
Ы by p Effacement | 0-30% | 40-50% | 60-70% | >80% 


* In Simplified Bishops — Dilation Closed | 1-2cm 25 


Station -3 -2 +1,+2,+3 


Dilatation , Effacement, Station 
In'BISHOP/s Score 2 4/15 — FAVOURABLE — on IOL — LABOUR - Successfull 
25 (<6) > UNFAVOURABLE — Do Cervical Ripening — INDUCE CONTRACTION 
CERVICAL RIPENING 
Medical Mechanical 
* done (2) t. Osmotic devices - LAMINARIA TENTS 


2.BuLB of Foley's Catheter 


1. Ра Ea 


*Intracervical but canbe 
* CERVI PRIME OSMI рир inthe post. fornix 


* DINOPROSTONE (gel) — The __, start oxytocin 


* Repeat 6hely after 6hrs 


* Maximum 3 Application, 


-Begins after beum of qe Pais at the delivery of Placenta. 
Plays crucial. Role in PPH 
if 274 stage managed properly => PPH Can be. prevented 
- Average duration of 2'@ Stage > 15-20min 
-f 3rd stage is >30 min > Prolonged third Labour/ Retained Placenta 


-Z'd stage con be. maininined by 


PASSIVELY ACTIVELY 
‘Duration : 45-20 min (Active management of zrd 
“Waiting fr sportaneous expukisn Labor) 

of Placenta. L 
«Chances of PPH & maternal mortality if AMTSL = 5-10 min 
Охе more - . . Bleedi Y 
‘Since human, placenta is deciduate , 
it has to shed off after delivery САЛО Mii 
Maternal mortality v 


Preffered Management = AMTSL. (Best method to prevent PPH) 
-Man event in 274 stage of Labour is — Delivery of Placenta. 


DUNCAN METHOD 


-Placenta starts am -Placenta starts 
from center ceperating Periphery- 
~Reboplaental dot is -No у toplacental clot 
is formed 


formed: (Hemostatic) 
Y Y 


= 


Blood Loss is loss 


4 a Blood loss is more 
| 7 Bleeding is evident only K \ 3 -Bleeding is evident 
after entire placenta | \ | | as soon as placenta 
› has Seperated Y Seperates 
-Shiny fetal m of 4 -Dull maternal side of 
Placerita. comes first ( Y j 
А x Shiny done which comes 
Schuntze p< Dull 
-MC Method Duncans 


- Less commen 
IMPORTANT ONE LINERS 


‘Most important factor vespsnsiblo fv Placental seperation is 
Utevine asntractions: V 
‘In all cases of Retained placenta, 1% management is f uterine 


Contiactisn by giving oxytocin (But Methergin, F6s are not 
Yecommended) 


If even after giving oxytocin , if placenta doesn't getting seperate d 
Manual Removal of Placenta (dove in OT under @А) 
if con't find plane Ыш Placenta & Uterus 
MORBIDLY ADHERANT PLACENTA R: Hysterectomy) 
° Line of Seperation of placenta lies along -> Zona Spoengk 
Living Liquature : Middle layer of ‘myometrium , it has fibers in 
criss-cross manner in which blood vessels ove there In blu them 


Y 
ge When uterus contracts 
.. Attonic ułerus is MCC of PPH 


К 
Blood vesels constricted 
‘Height of uterus immediately after delivery > Just below the umblicus 
(^20wk of preqnandy) 


SISNS OF PLACENTALSEPARATION 
i. Sudden gush of blood per vagina 
i. Supra pubic bulge 
ii. Height of uterus increases slightly 
iV. Apparent: Lengthening ot cord 
——  M-Impstant : Feel the placenta. in vagina > жип sd 
STEPS IN AMTSL 
4. Administer uterotonic agent within 1min of delivery of baby 
(M-Important Step) 
2. Delayed cord clamping 


3. Deliver placenta. by controlled cord traction/ Modified Brandt 


Andrews technique 
4. Inter mittent assessment of uterine tone — done by doctor 


(Earlier > Uterine Massage) 
SIEPI > Injection of Uterotonic Agent 
DRUS | DOSE [ IMPORTANT PONTS | 


OXYTOCIN | 10TU, IM ov IV infusion | ‘Natural oxytocin : Nona peptide 
Synthetic oxytocin Octapeptido. 


V 
Onl 
d by “Natural oxytocin is synthesized 
WHO=As the TSt by Paraventricular Nuclaus of 
ine drug to Hypothalamus 
do и ‘ts stored ìn Posterior pituitary 


PPH 
4% > 3Smins 


- Storage temperature > 2-6°C 


- Never given as IV Bolus 
Leads to Hypotension & Cardiac 


Arvest 
‘Mechanism of Action 
1. It causes. influx of Са2? 
ions 
2. it velgoses P&F-2« 
Brings about physbegjcal 
Contractions 


Y 
-Upper uterine segments 
antat 


‘Lowey uteyine segments 
Passively dilate 
- On goff conduction > 
this helps in maintaining 
blood flow to fetus 


* Leads to milk ejection veflex 


METHYL. 


ERQOMETRINE Tetanic пое в 
(Ergometrino , can not be used at the tima 
Methergin) of Labour 
* It's phototoxic 


(vials are brown in colour) 
* In HIV if used with protease 
inhibitor „it may kad to HTN 
ж Never give methylergometrine 
TV Bec. it can Lad to 
HTN 
CONTRA INDICATIONS 
T > After delivery of TS twin 
О > Organic Heart disease. 


SYNTOMETRINE | 510 Oxytocin +05 mg. | #Not readily available 
Methyergometyine | # Expensive 


* Highly potent 
CARBITOCIN ж Synthatic oxytocin 
(Donot confuse € ж Octapeptida 


CARBOPROST) ж t4  €5-100mins 


P&E 1: ж S[E: Hyperthermia, chills 
MISOPROST Bose dependent 
(Not best drug) * Con be used in asthmatics 
* CII in previous cesarean 
Section 


Suspected amniotic Fluid 


HEMBATE embolism- 


Best drug to treat 
and prevent PPH 


OFF LABEL ——> Not recommended by WHO 
DINOPROST : P&E2 
Dose : 20mg Supesitenj per rectum 


ЅТЕР-2 => Delayed Cord Clamping 


goes to baby (This is sufficient to prevent neonatal anemia) 


EARLY CORD CLAMPING (< 1min) 
1. Birth asphyxia 
2 Neonate needs Recusitation 
Z. Baby 15 diagnosed case of Heart disease. 
4. Rh negative Pregnancy 
5. НІМ te Female 
Early cord clamping is not a part of ATMS 
СТЕР-5 - Delvery of Placenta, by controlled cord traction .- 6) 
Modified Brandt Andrews technique 
Make Sure placenta is sepevated 


Other wise Kan results in 
UTERINE INVERSION 


E С 20 
и 


ы 
UTERINE INVERSION 


Most Commen Cause Patient goes into shock MCC of death in 


Mismanagemert of емир Uterine inversion 
3" stage of Labour ар Newogenic Shock 
Y 


Later on there is 


REES QF UTERINE INVERSIONS 


DEG 
4st Yee. B] 2nd. degree inversion a 
хиа Yee 
Fundus is with in ڪڪ‎ 
Endometrial де nei 
Cavity above vel орї in 
of Intemalcs os 6) bebw os 


D] 4th. degree inversion 


514 Degree. 4t ере 
Fundus Teachs Entive uterus 
uptil external os lying outside 
J бй below it- introitus 


Another classification of Uterine esis 
i Acute inversion —» occurs within 24s of delivery: 
i. Subacute inversion > ocws after 24 їл of delivery but Tin 
‘Lmonth of delivery 
ii.Chrovic inversim — Z1 month of delivery 
Vanagement of Uterine Inversion 
1. Resuscitate the patient 
2 Stop uterotonic drugs 
3. Do not attempt Remove Placenta: 
д. Correct inversion manually (JHONSON METHOD) 


EES 
y 


Ünsucessful 
Vitak of Patient Stable Vise cpu 
Immediate 07924 manogement Give uere Baart 


MOST COMMON : HUNTINGTON METHOD | Tiy to Repesition Nitrogucerind 
Other methods : • Haultain ually 


uterus man 


* Spinelli Unsuccessful 
s ме Y 


Hydrostatic. Method 
(О Sullivan Hudvostotic Method) 
SOME) PLN 


x Whenever correction of inversion 15 succesful —» Sturt uterotonic 
drug —> Await spontaneous expulsion Ф placenta 
Z important Quistions : 
1. Patient after delivery goes into stroke — Most probable cause : PPH 
2. Patient goes into Shock Immediately after delivery» Most 
probable cause : Uterine Inversion 
3. Potient goes into unexplained shock after delivery Most probable 
couse : Amniotic Fluid Embaism 
STEP 4: Intermittent acess of uterin tone 
Not a port of AMTSL : 
1ай cord clamping 
2.IV Ergotmetrin 
3 Uterine massage +/- 


— н i 


-Normal blood loss in vaginal delivery — <5СОт! 
-Normal blood lass in cesarean sectin — «Lite 
-Normal blood lass in twin delivery — < 1 Litre 
-Normal blood less in Cesarean hysterectomy -> «1.5 Litre 


-Inany case blood ls move than expected values in 24hve 
of delivery cr upto 12 weeks of delivery 
-Асбё : Blood loss >1000ml irresptive of modo. of delivery 
-Bleeding is accomponied by signs & symptoms d I orsi 
within 24 hrs d delivery irrespective of route of delivery 
ATS (Advanced Touma Life Support) >Clssification of PPH 
¬ Class I : Blood Loss — «157. 
-Clas T : Blood Loss — 15-307. 


-Class WW : Blood Loss — 30-407. 
-Closs W : Blood Loss — 2407. 


CLASSIFICATION QF PPH 

PRIMA! PPH SECONDARY PPH 

Occurs ви 2h bys of delivery 
MCC : Atonic PPH 


MCC : Retained Placental tissu 
* Overall MCC of PPH : Atonic РРА 
CAUSES ОҒ PPH- 4Ts 
+ Tone of uterus- MC 
Trauma = 2"4 МСС 
Y Thrombin С Bleeding disorders) 
T issue (Retained Placental tissuo) 


FACTORS PREDISPOSING ТО ATONIC UTERUS 


1. Overdistensi of Uterus > # Twins 
ж Rlyhydroamnics 
ж MacYosomia (Diabetes) 
Ж Grand Multipara (>5 delivery) 


2: Prolonged Labor 

Z. Precipitate Labor (Time interval Ыш onset of Laborto delivery 
of fetus = Zhrs) 

4. Prolonged oxytocin 

5. Cheribamnienttis 

6 Previous h/o PPH 

7. Antepartum Hemorrhage 

8. Adherent Placenta 

9. Fibroid Uterus > Surface area of uterus ^) 


HTN DOESNOT LEAD To PPH 


Placental Anomalies that can lead to PPH: 
1.Placerta. Succenturia 
2. Placenta. bilobata 
3.Placenta spuria 
MANAGEMENT CF PPH 
1% STEP: Resuscitation of Patient 
1.Secuve 2 Large bore W lines 
2.Ту Fuids ( Crystalloids) 
5. (athetevize. Bladder 
4-Blood grouping, Hematocrit, Coagulation profile 
Б. finie Bod: 
Shock Index : Helps to determine to transfuse blood 


J 
Shock Index = HR/epp 
‘Normally >05 tp 03 


“In pregnancy > 66 to 08 
If Shock index = 709 to 14 > Indicatim by Blood 
Transfusion 


24 STEP: Distinguish buy ATONIC PPH & TRAUMATIC PPH 
on perabdominal examination 
Utevus аре be palpated Utevus can be palpated 
ATONIC PPH “TRAUMATIC PPH 
MANAGEMENT OF PPH 


1% STEP: Give uterotonic d 
Drug recommended by WHO-> OXYTOCIN 


(Not in 57 dextrose , as in meee has Бруй 
longer time, еее ше an't use elecbolyte deficient media, 
it can lad to volume overload £ Hypernatremia) 


“oxytocin is not available -> WHO Recommends => Other drugs are, 
1. Methyl €rgometring '- -O2 mg Ww 
* Repeated — every 2-4 his 
* Maximum > 5 doses 
ZSyntomebine :- GIU + ббта 


КА 
раа ii ш 


3. P&E1 CMISOPROST) - 800m , Sublinguo 
(WHO Recommends ` pev rectal U use of miso prostal , 
per rectal dose = 1000 mca) 
4 CARBOPROST(PAF-24) :- *250mag,i/m 
. > Every 15 -20тіп i 
* Maximum => € doses (i-e 2mg) 
5.10). Tranexamic acid : 1 gm i/v(Skw over Zomin) 
Remember —> 
For treating PPH, Recomended by WHO > 
1% Drug > Oxy € Simultaneous uterine massage & 
give inj. Tronexamic acid- 


J 
Bleeding po stops 
к; mo 


Medical management should be tried for :SOmirs 
if it fais 
DO MECHANICAL. METHODS 
MECHANICAL METHODS 


Recommended by WHO Not а by WHO 
1. Uterine massage Uterine Packing 


2. SEN@STAKEN- BLAKE MORE 
ESOPHAGEAL CATHETER 


oR 
BAKRI BALLOON CATHETER 
OR 
CONDOM CATHETER 
Fill it with NS > 200-2coml 
Max capacity of Bakri Balloon 
:500mi ^ 


TEMPORARY METHOD RECOMMENDED BY WHO FOR T/T OF PPH 
"These are done as we wait fr help бу Senior doctor 
to come @) in transit to higher center: 
1. Bimanual compression of uterus 
2. External Aorta. Gmpression 
3. Use military anti-shock garments / treatment- 


If mechanical methods fais > go Tor 
Surgical method 
SURGICAL. METHODS 


1 Compressisn Sues - GENII, 


Bimanual compression of 
ueterus 


OTHER COMPRESSION 
SUTURES ARE 


1. HAYMAN SUTURE 


2. CHO SQUARE SUTURES 


Sutures in form 
of square 


B lynch suture procedure 
2. B/L чины arteries which supples uterus : 


ж Uterine artery 
* Ovarian artery 
ж Anterior division oF internal iliac artery > * Site: Scm below 
аан bifurcation of commen iliac 
(a) artery 
ж Puke pressure V by $07 
Posterior division > Supplies lowerlimb 


© Copyright B-Lynch'05 


I bleeding still not getting controlled 


Prefered | SUE TOTAL HYSTERECTOMD/SUPRACERVICAL HYSTERECTOMY 
(Removal of only uterus, not cervix) 


2nd BEST — TOTAL ABDOMINAL. HYSTERECTOMY СТАН) 
(Removal of Uterus + Cervix) 


If Bleeding still ni getting anbolled 
Apply Pelvic Pressüve Packs 


UMBRELLA PACK PARACHUTE PACK 


LMPORTANT QUESTIONS 
* Delivery of fetal head during Normal vaginal delivery is Cxtension 
* In breech and face presentation it occurs by Flexion 
ж MC position at the beginnig of Labor : — LoT >LOA 
ж Occiput moves by Ж ofa Circle in LOT position £ shoulders 
bu Yeth of a circle 
ж After external Rotation face of baby fice towards Tight of thigh 
of mother & occiput towards the original position from where 
labor began: 
ж Time for giving €pistomy after crowning has occured: 
Q According to WHO Guidelines, which of the following is true about 
Management of 2" stage of Labour 
о) €pistomy Should be given ас Routing 
b) Warm cloth should be applied to perineum to prevent 


Touma 

«A Manual support of perineum to maintain continous 
defloxation of head: | 

d) Delivery should be done in Lithotomy position: 


` period after delivery ,uplo wks postpartum 


IMMEDIATE :- Early Late 
within да ms of 
delivery Заз to 15 ok, a wk fo 6" vk, 


of delivery 
* during this period , more chances of infections ® 
INVOLUTION :- 


1.UTERUS: position. 


Umbilicus 
Uterus just below the umbilicus ^. 30 wks 
of pregnancy 
I5cms 
^77? PUBIC SYMPHYSIS 
* till 48 hrs uterus remains in this position 
* Starts decveases by 1.25 Б 1.5 cm/day 
* Wes ak the level HS symphysis by lo-ladays after delivery. 
immediately after delivery 
4* wk 


ad wk 


3" wk 
6 wk 


CUNICAL SIGNIFICANCE : TUBECTOMY 
е ___—_——— 


within Lwk of delivery After 6wks of delivery 
M Y 
Post Pavtum Stevilization interval sterilization 
METHODS OF STERILIZATION :- 
LAPAROSCOPIC MINILAPAROTOMY 
STERILIZATION * сам be done in post- partum period. 
*cannot be done in post 
partum period. 
бә method for female sterilizakion - LAPAROSCOPIC STERILIZATION 
бә method of Post partum sterilization- MINI LAPAROTOMY 


SUBINVOLUTION : If uterus doesnot Yeturn to its normal position and size in 
*equived, time frame 
* Causes - i. Infection —> ENDOMETRITIS 
2.Retained products of conception 
3. Fibroid uterus. 
4. Over distented uterus 
* Investigation - USG + Gentle curettage + Antibiolis. 


(0 cause of ASHERMAN Syndrome - cuvettage done in post partum peviod. 


ENDOMETRIUM: Endometrium of pregnancy — called as DECIDUA 
ا سم‎ 


Supevfiual layer : Deep Layer 
sheds Ka. Lochin “This is какы, for Regeneration of 
Endometrium 
‚ @ seen > till 15 days after 
delwery * It begins by — Adays and completed 
by ¬+ 10 days 
* Can be seen > ЗА -36vks 
after delivery * Restored ak 16 days 
* Fishy Odour * Except : place where placenta was 
attached 
* Initially ALKALINE buk towards end S occurs by 6wks 


it is ACIDIC 


LOCHIA SEROSA Mucus + WBC + 5-4 days 
(уєиом) Exudates 


LOCHIA ALBA Decidual cells 10-15 days 
(ните) 


ENDOMETRITIS 

۰69 ske : Placental site 

‚ @® manifestation : Puerperal pyrexia ( 100.4*F) 

à (9 cause of Puerperal Pyrexia : Endometritis 

2 organism : Group A Streplococci 

* @ organism for Late onset of Endomebritis : Chlamydia 

* Apart from this — in most of the cases — MIXED Infection 
У Gram Negative: E.coli, 

Klebsiella 

$ Anaerobic 


@D/ Highest Risk of Endometritis : CESAREAN Section — 15 times move chances 
of Endometritis compared to vaginal 
delivery 
* Other Risk Factors : 
1. won deficiency Anemia, 
2. Prolonged labour 
3.PROM 
4. Bacterial vaginosis 


* (©) Route spread — DIRECT SPREAD 

* SIGNS: 1.Fevey 2. Uterine tenderness / Fullness 

* Tests: (BC Т, ESR , C-Reaclive Protein ^ 

* Management: Broad Spectrum Antibiotics (GENTAMICIN + CLINDAMYCIN 


Ov 
AMPICILLIN ] 


CHANGES IN CERVIX AND VAGINA: 


* External OS * comes back b its Normal size and 
Nulkpavouws Mulipayrous shape 
Y ¥ 
o ==> * RUGOSITIES —> appears іп 3wks 
Pinpoint/  Transverse/ 
Civeular Sut * BIRTH TRAUMA is important Risk 


Fadov fov —> PROLAPSE. 
* Transformation Rebuilds 


Y 
during this period female has maximum chance of getting infection with HPV 
. Intercourse should be avoided КИ бюк after delivery. 


BREAST 
لسم‎ ——— 
* Milk secretion — PROLACTIN Contvaindications for Breast feeding 
се t{ 
* Mülk Ejection — OXYTOCIN 
Maternal Baby 
PROLACTIN * Alcohol * Lactose intolevance 
* iv drug users * Galaclosemia. 
e maximum Levels | PREGNANCY * Breast cancer 
ave seen during * Anki-Cancey drugs 
* Infections 
Why is there no Milk secretion = Active Herpes lesion on Breast 
during pregnancy ??? - Adive / untreated TB 


* Because during pregnancy Levels of Estrogen and Progesterone ате HIGH 
Э These have inhibitory effect on action of Prolactin 
.'. Theve is NO MILK SECRETION during pregnancy but immediately after 
delivery when placenta is out of Estrogen and Progesterone falls —> 
inhibitory effect on Prolactin gone and milk secreted. 
* T Prolactin Leads lô AMENORRHOEA, 
Because, جن‎ Hypothalamus 


| anan 4— — (hibited by PROLACTIN 


O 
en [ou 


Estrogen 4—7 Ө, Ovary 
Progesterone Uterus (Menstruation) 


* DOC fov t Prolactin : CABERGOLINE 


* DOC fov f Prolachn : BROMOCRIPTINE — Because ib is also an OVULATION 


in INFANTILE FEMALE INDUCING DRUG. 
less Milk secretion Suppresing milk secyetion 
Y 
GALACTOGOGUES : DOC: CABERGOLINE 
* Meloclopromide * BROMOCRIPTINE 
* Nipple stimulation * Inj. MIXOGEN 
* Breast pump 


4 
is not used now because of Risk 
MASTITIS of Venous Thrombosis 


* Infection of pavenchyma of Breast —? MASTITIS 

ж (M) organism — STAPH. AUREUS 

* (9 Source ™> INFANTS NOSE + MOUTH NOT A CONTRAINDICATION 
FoR BREAST FEEDING 

* Symptoms — 3-4 wks 

* Ut is unilateral 

ж Presentation: Yo FEVER, BREAST ENGORGEMENT, TENDERNESS® 


+ Management: PENICILLIN / DICLOXACILLIN 
+ Milk expression 


ж In 107. of cases — lt can lead to“ BREAST ABSCESS” 


Y 
o/e > Fluctaant mass @ ov 
Fever not vesolving inspite of Antibiotics 


Management: Incision and Drainage 


(4 GenevaL Anesthesia) 
PELVIC THROMBOPHLEBITIS 


side ovarian vein‏ )&( >— ص 


Since this paxt ts 
Supplied, by — OVARIAN VEIN 


ENDOMETRITIS # Lead, to thrombus formation in venous circulation of 
mother 


* Acts as a Nudus ‚атаб aerobic backevia — THROMBOPHLEBITIS 


Presentation: Spikes of High Grade Fever „inspite of Antibiotics + 
pain Abdomen + 
Tender mass near cornua 


of utevus 

IOC : MRI and, CT 

Management : High dose of Antibiotics + Heparin 

PSYCHOLOGICAL PROBLEMS (BPD) 

POSTPARTUM BLUES POST PARTUM PSYCHOSIS POST PARTUM DEPRESSION 
° 5/i 50-607. * <14 , Serious ` (0-807 

Mildest 

* Sudden Onset, * Gradual onset, 

` Gradual Onset 10-14 days 4-6 months 

within 10 days of 

delivery. * Antipsychotic drug * changes in HPO adrenal 

axis 

* Withdrawal Progesterone 


* SSRI- FLUVOXETINE 
* Reassurance + Cave 


NOT BREASTFEEDING 


لإ سم 
Return of Menstruation hound ы Ovulation‏ 
Y‏ 
у dwks‏ 
 6wks (S-44wks)‏ 407 
ilàwks‏ > .607 


CONTRACEPTION OF CHOICE IN LACTATING FEMALES 
48 choice — 1ucd — Copper IUCD 
Time of insertion 


POST PLACENTAL Post PARTUM 
CuT 380A Y 

within 4€hvs of delivery 

ج ججج 


IF not done, then wait for 4-6wks 


| | NON BREAST FEEDING [BREAST FEEDING 


Progesterone Oily PIE | mediale, | ане ыз | 


DUEREK | aa | аан 


BARRLER CONTRACEPTIVES : When she resumes coital activity (after 6wks) 
QUESTIONS :- 
Q. Post pavbum decidual secretions Q.Decvease Lactation seen in all except. 
present ave referved, to as 
a. maternal anxiety — b. Breast abscess 


.Meloclopyopamide. 4. Bromocriptine 
d. Cracked Nipple 


а. LOCHIA b. Vasa. previa 
c. Bleeding Рм d.Decidua сарѕијатіѕ 


9. Lochia in correct ovdev duvinq 


puerperium : Q. About colostrum true statements 
are all except 
а. Rubya, Sevosa, alba 
b. Sevosa, Rubya, alba a. contains move Sodium 
с. Alba, Serosa, Rubya b. Rich in Immunoglobulins 
d. Alba, mucosa, 5еуоѕа, C. Contains move proteins 
à. contains move fat 


Q. Likely size of uterus Suks Post Partum 
is 9. Contraception of Choice in 
Lactating mothers : 

4.100gm b.500gm ¢.400gm d.400gm 

a. Barrier method 


Q. Sarita , а, 30ux old woman develops 'b. Progestex 1 
DVT in her Left calf on 41" Post op C. Lacktational Amenorrhoea 
day following C- Section done foy d.ocp 
fatal distress . The patient is started on 
Heparin and is scheduled to begin a Q. The uterus becomes pelvic organ 
6wks course of Warfarin therapy. The after delivery in 


patient is devoted mother who wants 


to breast feed her baby. What is the а. 10 fo la days 

advise which is given fo patient b. 1 to 14 days 
c. 14 le 164 

a. Patient may conbinue breast feeding d. 16 to 18 days 

ak her own risk. e. 18 lo ad days 


b. Patient should breastfeed hex baby 
only if hey INR is ak <9:5 


с. Patient can breastfeed ће baby 
after 6wks course of warfarin 
is Over 


а. warfarin is nota СТ for €. Warfarin is absolutely C/T 
Lactation during Lacta bon 


came СА 


POST TERM PREGNANCY : Any pregnancy which goes beyond 4àwks ( > 42wks) 
NAEGLE'S FORMULA : 48 day of LMP + months + 14445 — EDD 

IF It day of LMP = 1% Sept àol8 , EDD = 8'^ Tune 2014 

* Only 47 of females deliver on exact EDD 

* 50% of females delivery 1wk before ov dwk after EDD 


Theoretically — Pregnancy can be carried maximum uptill 4àwks 
Beyond, it ,is called POST TERM PREGNANCY ( >42wks 
POST TERM PREGNANCY 
COMPLICATIONS 


Fetal ACTH 
st 
А796 гаманы 
1. OLIGOHYDRAMINOS : * Review hex menstrual Glands 
- can lead to Meconium history 
Aspivation Syndrome DHEA-S 
2. MACROSOMIA used, by Placenta 
- excessive fat deposited on + 
Shoulder and trunck region Synthesis Estrogen 
a. Shoulder Dyslócia. 4 
b. ^ Cesarean Section 
€. Intra Cranial Hemorrhage Signals to uterus to start 
Contracting 
3, PLACENTAL AGEING 
*. For Labour to initiate — Intact Fetal 
* placental insufficiency AdvenaL gland is vequived. 
fetal distress 


ANENCEPHALY Can Leads to 
POST DATED PREGNANCY. 


* Management of Post Dated Pregnancy —> INDUCE LABOUR 
Q. Best tocolytic in Cardiac patient is 


Q. On TVS which of the following shape 
a. Atosiban 


of cervix indicates pre-teym labour 
b. Isoxsuprine 
aT tw су 40 
C. Nifedipine d. М4504 


Аы" 


Q. Cuk off value of cervical length ak Q. Ankipated Pre-Term Delivery 


ад wks of gestation fov prediction Dose of DEXAMETHASONE given 
of Pre- Tezm delivery is to mother is 
a.05em b.lSem С бст) 4. 3-5 см а. à mg lahrly а. doses 


b. lamg 24hvi a doses 

Dose of Dexamethasone — 6mg lahvly 4doses С. 6mg A4hrly Adoses 

Dose of Betamethasone — (amg lahrly Q doses A ev таю das 

Q. A woman comes with post dated pregnancy ak 4awks. The initial evaluation 
would be 


a. induction of Labour brRevieio o- Pre-menstvuaL Wo: 
c. Cesarean section d. usa 

Q.A Primipava complaints of sudden onset of vaginal discharge ak 
Bawks pregnancy. P/A : No CONTRACTIONS . Cephalic presentation. FHS + 
what is 1 Step in Management ? 


a. Stayt Broad Spectrum Antibiotics 
b. Stark Corticosteroid 


d. Perform Stevde vaginal examination 
Q. ln. Post Term Pregnancy , there is T Risk of all except 
ФЙРРН b. Meconium Aspiration Syndrome 


с. intracranial hemorrhage d. Placental insufficiency leading to fetal 
hypoxio- 


Q. Saffron coloured Amniotic fud is seen in 
a. Post maturity b. TB c. Breech d. Normal in Appeavance. 


* Definition : Pregnancy loss < 20wks. WHO : Pregnancy loss where conceptus wk. < 500g 


* O Fetus @ aowks - 300g 


NS): Recurrent Abortion (Recurrent Preg. Loss) 23 conseculive Losses 


or 22 Confirmed Pregnancy losses 


: © + Maternal age 


© Previous Wo abortion: prev. 4 abortion 


= 207 
prev. à abortion = 307 
prev. 3 abortion = 407 


ITM - 50% 
è (iD cause of Spontaneous abortions —> Chromosomal anomalies < 


| 


(He) ame uPLoi by - Ab® in No. of Chromosome. 


TRisoMy (АШ trisomy grp) > Monosomy 
* SINGLE cause of Spontaneous Abortion : 


MowosoMy'x fl y trisomy 16 : 167 of all abortions 
Q0% of all abortions 


* most Lethal Trisomy 
* most viable Trisomy is Ті. 24. 


-C cause Recurrent abortion ¢ Idiopathic > 507 


* (M) cause in | / 2^4 TM + APLA f/b Uterine AD 


© АРСА 
*Recurrent Pregnancy Loss : Evaluate her for 4 


Established causes \~® uterine Ab® 


(S. CHROMOSOMAL ABNORMALITY. - 47 cases © Hypothyroidism 


* Karyotyping is done for evaluation of RPL ® Chromosomal Anomalies 
(SIL HYPOTHYROIDISM - Tsu evaluation done for all Pregnant women. 
$ 


SUBCLINICAL Can Cause ABORTIONS 


(Si UTERINE ABNORMALITIES can cause both 1 тм and a" TM Abortions 


L ACQUIRED - More Common than CONGENITAL ANOMALIES 
0 Cervical incompetence - M) їй) РОЦУР 


li) Fierow iv) ENDOMETRIOSIS 


à" TM - 30% 


Pedunculated Fallopian tube 


INCOMPETENT CERVIX 


Intramural 


Submucosal 


NORMAL CERVIX INCOMPETENT CERVIX 
FIBROIDS 


Under normal An incompetent cervix 
circumstances. the cervix is shortens or opens too soon. 

closed and rigid until delivery. during early pregnancy. It 

Then, it effaces and dilates in can cause preterm labor and 


response to contractions. serious injury. 


Complete Incomplete 


Formation 


Unicornuate Unicornuate with horn 


YYY 


Uterus Didelphys Complete Bicornuate Partial Bicornuate 


ТҮҮ 


Complete Septate Partial Septate 


Fusion 


Resorption 


. (T) Septake uterus 


* Uterine Ab® cause a" TM ABORTIONS (characteristic) 


* h/oRPL ? > To know about —ş Do USG _ —> NOT Diagnostic for Mullerian Anomalies 
Uterine AM) [àp- usa) 


ТоС for MULLERIAN ANOMALY - 3P/4DUSG j Gold Std : MRI 
CERVICAL INCOMPETENCE : Weak Cervix unable to hold pressure of Pregnancy 


* Diagnosis Based on 1- History , 2- USG 
Painless dilation of Cervix ; € every pregnancy the 
t. HISTORY BASED ( characteristic h/o) POG of Loss keeps 


> а consecutive Increasing 


Only in а" Тм 


2.1450 BASED: 
i) CERVICAL LENGTH : Most important 5 Ideal Time - à" TM ; if ib is <&5mm > Dx of Cervical 
Incompetence 

ii) INTERNAL 05 Diameter : > Зет in a" Tm 


CERVIX 


ü) Relation of INTERNAL OS - CERVICAL CANAL Changes 


Sequence 


"o ә yovo@y 


Competent Cervix Incompetent Cervix 


* CERVICAL CERCLAGE aka Cervical Stich + Progesterone 


O) used is McDONALD STICH aka PURSE STRING SUTURE 
* Ideal. time to put cerclage is 14-14 wks ; it can be put upto 24 wks. 
@.3" Time preg. Prev à painless abortion in 24 TM ie I4wk — Do CERVICAL CERCLAGE 


(C/E for CERCLAGE When do you remove Stich ? 


t Memb. are RUPTURED -done at 34wks or anytime if these happens 
1) Rupture memb. eg. at 34 wks 
& CURRENT PELVIC INFECTION Wi) PE goes int» Labour 
it) Chorioamnionitis 
3, Fetus has GROSS CONGENITAL ANOMALIES = 
4 


) 


SHIRODKAR'S TAPE - its MERSELENE Tape ; 
used if McDonald's Stitch Fails 


Methods/Techniques of 


Cervical Cerclage: ч. 7 са. Р 
^ «m 
McDonald's Cerclage ый |) пеейе 
V 
* In this method medically ч Воена. 
designed thread апа ^ 4 (М 
needle are used, the Bw | 
internal os is stitched NY | 


together like the mouth of 
à closed purse or pouch. 


Internal os is the junction 
of uterus and cervix. 


Q No Mo Abortions, no h/o Pre-Term Labour, did USG ak 18-24 wks. Cervical length < 25mm Next Step? 


Ans: Pt is HIGH RISK for Pre-Term Labour. 5o, give PROGESTERONE SUPPLIMENTATION 


A. If М Pre-Term Labour ; USG t-30wks , Cervical length < AS mm .Whak next ? 
Ans: Cervical Cerclage + Prophylactic Progesterone Supplementation 
Q.Diagnosts of Cervical incompetence in Non- Pregnant stake 2 


Ans: IF No.8 HEGAR's dilator can be passed through Internal 0S without resistance. done in PRE- MENSTRUAL 
phase. 


enr mend + A Lab Criteria 
овор li 
ANTIBODIES — 
1. 23 pregnancy Loses at <lowks I.LUPUS ANTI солаи.амт (Lac) | Look for Та® or Там Abs 
* ve in medium to high 
2. > 1 pregnancy loss beyond lOwk 2. АМТІ CARDIOLIPIN Ab (aca) [titre on д occassion (wks 


(> towks) , Should be of a apart 
mor phology @ fetus 3. ANTI (à; GP 1 Ab 


3. Atleast 1. Pre-Term delivery <34wks 
Q° (о UPI or SEVERE PRE-ECLAMPSIA 


4 н/о Thrombosis 
к/с/о APLA in Pregnancy : Rx- 1. HEPARIN (LmwH > Unfractionated Heparin) 


2.100) DOSE ASPIRIN 


HEPARIN i to be given only if there is h/o ABORTION or THROMBOSIS 


` REECE that donot cause QECURRENTEPREGNANEYIUOS are 


+. TORCH 


2. SYPHILIS = ‘Cause EARLY RPL; doesnot cause RECURRENT EARLY RPL 
* KASSOWITZ LAW - € every Pregnancy POG of loss keep increasing 


(5 TYPES OF ABORTIONS: Based on PRESENTATION 
سم‎ y —— 


COMPLETE 


MISSED THREATENED INEVITABLE INCOMPLETE 1 


PRESENTS © AMENORRHOEA + PAIN + BLEEDING PRESENTS © AMENORRHOEA + PAIN + BLEEDING 
+ hlo EXPULSION OF PRODUCTS 


*Pdts of Conception 
in Cervical canal 


UTERINE Jurerine size: | 


MANAGEMENT MANAGEMENT 


* Complete the On USG : 


process of expulsio 
done s. 
EMPIRICAL 


t. Rest * Can present as 
2. Progesterone ED 


Supplementation 
3. Avoid Lifting 
weight 
4. AVOID COITUS 


“MTP Act 2Owks * Done in 
“RAPE VICTIM 7 Humanitarian 


“IF POG: <la 71 Registered Medical Practitioner 
2.бСА ¬ Eugenic 

là- aowks ¬ & Registered Medical Practitioners 
3. Medical /Surgical Ds 7 Medical 

(4* TM MTP + Contraceptive Failure - Social 

“upto wk. - OUTPATIENT MEDICAL ABORTION - 

* Tab. MISOPROSTOL 

* Tab. MIFEPRISTONE 

*OnDay 1: Tab. MIFEPRISTONE ¬ 200mg 

Day 3: Tab. MISOPROSTOL = 400 mcg (ORAL/ Bucca / Sh / VAGINAL) 


Day 15: H/o, Examine pt. Bleeding happens after MISOPROSTOL 


+ USG BEFORE or AFTER the procedure i5 NOT MANDATORY 

CMOBIUSTSYNDROME: 6'^/ 1" Nr. Palsy d/t MISOPROSTOL 

“BEYOND 3-làwks - SUCTION and EVACUATION - 

* Dilatation Cervix Cause pain — can be prevented by giving PARACERVICAL BLOCK 
-ak 4 and 8 'O Clock position or at à and lo 


PARACERVICAL BLOCK TECHNIQUE 


NOT at 3 and 4 'o' clock Uu 
because there is 2 


Descending Cervical Artery - Finite PS 
By. of Uterine artery (12 o'clock) FA 
C) 
Injection sites ^ МЕ. үз. 
(2, 4, 8, 10 o'clock) 1! ees 
9 Bre 
. 


ri 
“Before using HEGAR's DILATOR ~ IS use UTERINE SOUND - done fo know position of the uterus 
-If Perforation € HEGAR'S DILATOR — Monitor VITALS — Wait and Watch 
"ТЕ Perforation during SUCTION EVACUATION —* Do IMMEDIATE LAPAROSCOPY 
END POINT OF SUCTION EVACUATION ( Suction Pressure - 600 mmHa) 
1. Bleeding 


ee SYRINGE —. Alternative bb Suction and Evacuation 


2. AIR BUBBLES in CANULA BivALVE SYRINGE) * upto lawks 


3. Gripping Sensation on CANULA * 60м! volume 


l 


° 660mmHg (^ 600 mm Hig) 
Check. Cure TTAGE ( BLUNT) 


i)Prostaglandins : @ MISOPROSTOL 
Drawback: Сап remain incomecere i) GEMEPROST 
Then do SURGICAL lii) CARBOPROST 


* |n Patient Abortion -~ (9 done 


2. SURGICAL METHOD 


Advantage : One Time Procedure 


Dand E (pivatation and Evacuation] done 4 


Ovum forceps used. Suction Canula NOTUSED = ~ (= 


"= s 


Manual Vacuum Aspiration (MVA Kit) 
Then do check curettage [BLUNT] 
Preq. Cervix - use Sponge holder 


Non-Preq. Cervix- use Vulsellum 


Suction and Curettage Abortion of a 9 Week Old Fetus 


А. A speculum is placed in the 
vagina, a tenaculum is clamped to 
the йр of the cervix aed а cannula 
ls inserted into the uterus. 


Coh tm view of moter v pelis 


C. The uterine cavity is scraped 
with э curette to determine 


whether any significant 
amount of Css remains 


* д7. of aM Pregnancy ; MORTALITY : >07 


* Pregnancy implants outside Uterine cavity 


(2) Site - Fallopian Tube CO «ite - C$ Scar Pregnancy > Cervical > Abdominal 
Pregnancy Six 
ا‎ 
“Parts of FT m 


1. INTRA MURAL /INTERSTITIAL - Navrowest : 0-Я тт dia 


uterine (fallopian) tube 


2.1STHMUS 
3. AMPULLA —> Widest part : 6mm dia 


4, INFUNDIBULUM 


NATURAL CONCEPTION 


Tubal 
> 95% 


Ampullary a 
7596-8096 | Isthmic 


Fimbrial % "T. 
6%-11% Se’ In Tubal Pregnancy = ZV&oTE Implants in 
Ovarian Muscular layer 
« 196 
1. Site of Fertilization : AmPuLLA (M9 site 
P 
because ik has Max™ no. of PLICAE (mucosal folds) 
ата (fO site of Ectopic : ISTHMUS 
эон © Site, of Ectopic * INTRAMURAL /INTERSTITIAL 


* Sudden narrowing ak ISTHMUS acts like Physiological Sphincter 


р (INTRAMURAL /| INTERSTITIAL part acts like ANATOMICAL Sphincter because Smooth muscles 
are arranged in a circular manner 


* Main Reason for Transport of Conceptus : TUBAL PERISTALSIS 


* Lining Epithelium of FT — Single Layer Ciliated Columnar Epithelium 


Uning Epithelium - 3 Secretory cells 1. SECRETORY CELLS - Nutrition 
2. CILIATED CELLS 7 Movement 


3. PEG CELLS — Resting Cells — Converted to 
SECRETORY CELLS 


* Anything that Reduces Tubal mobility will be Risk Factor of ECTOPIC 
Eg: PID/ Tubal Sx / Progesterone 
' Sike for TUBAL LIGATION 2 ISTHMUS 
МО) Reason for FAILURE is ligating the wrong Structure, 


* ADNEXA = FALLOPIAN TUBE + OVARY [ вавсоск FORCEPS is used to hold ай luminal structure 
and is ATRAUMATIC] 


A B — 


| li N 
= E D j 
27, г ыы 
^, -— „/ А d ЭМ ч 
"= Z а 


A ANA BRERA Wi» on В Соты or ert prognano, horo 
swelling that does not distort the anatom marked by a cornual swelling that dis- 


ical relationships between the round or places the round ligament anteriorly as 
ovarian ligaments and the fallopian tube. it erodes through the anterior wall of 
the tube. 


1. Highest Risk = н/о Prev. Ectopic 4 prev. — 15% 5. Multiple Sexual Partners 


2 prev. — 30% 6. Smoking 
2. H/o TUBAL Sx - А" игез Risk 
я. H/o INFERTILITY 
3. (00) Ve > Pip (Chlamydia Trachomatis) 
$. Ceasarean Section 
4. CERVICITIS 
4. CONTRACEPTION and ECTOPIC 


№ > prevents Intrauterine but NOT Extra uterine Pregnancy 


V 


AGENTS — J the ABSOLUTE RISK of ECTOPIC 


Some Contraceptive Agents which will t Relative Risk 
Currently using these methods ¬ If fails —? ECTOPIC PREGNANCY 


-Methods aye : TUBAL STERILIZATION > 10р > POP 
or LIGATION 2 


PROGESTASERT > MIRENA > CuT 
amam 


Progesterone containing IUD's 


Releases LNG 20 mca /day 
* Approved for буг 
° F/R = 04-0: 7. 
* Total ING ¬ 5& mca 
| PROGESTASERT 


*Has Higher Failure Rate t So WITHDRAWN 


“Releases 65 mca /day 


t. AE AMPULLA — Това, ABORTION (М) 
У aM ©) Tubal Rupture j; Ruptures around 8wks of Pregnancy 
2. ISTHMIC PREGNANCY Me) Outcome - Rupture ak бой 

E ectopic e Rupture 


3, INTRAMURAL / INTERSTITIAL PREGNANCY 7 Rupture at lawks 


* Amount of Blood loss more when compared € others — MORE UFE THREATENING 
( highest Mortality) 


(0 site for Rupture = Fimeriat END * In Ruptured Ectopic = Temp@/¥ 
* In Salpingitis - Temp t 


Ruptured — HEMOPERITONEUM 


TREAD : PAIN + AMENORRHOEA + BLEEDING P d Ectopic Y 
Y PERI TONITIS 
5: only 50% РЕ (9 / ost consistent 5 PAIN 
+ if uNRUPTURED 
‘Other features : d/t TUBAL STRETCHING 
* Nausea, Vomiting * Nerve fibres responsible is Ty, Tis, Li 


* Postural Hypotension 
+ Ê shoulder tip pain- REFFERED PAIN — Irritation of Diaphragm 
* PR + TACHYCARDIA 
* BP t HYPOTENSION 
* Om Р/А - Tenderness in Lower een LOCALISING SIGNS of PERITONITIS RUPTURED 
+ GUARDING / RIGIDITY ECTOPIC 
+ On F/V.- Uterus Soft / Enlarged (sige of Uterus LESS than POG) 
- CERVICAL MOTION TENDERNESS —> 3/1: Ruptured / Rupturing Tubal Pregnancies -15% 
° Salpingitis — PID 
7 ADNEXAL TENDERNESS 
7 ADNEXAL MASS 
* (5t Step : (2 HCG ИРТ + 447. ирт Ove 


ov ECTOPIC) — TVS USG — EXTRA-UTERINE G.Sac € YoLK SAC/ EMBRYO 


| Sho ectopic 


FINDINGS on | 


* Empty uterus © Complex Adnexal mass | 
(some FLUID + Some WHITE areas) 


"CYSTIC MASS ih. EARLY PREGNANCY 


in OVARY — CORPUS LUTEUM 


Intrauterine 
gestation 


ectopic 
gestation 


GABE RRO GERD — S/o HAH VASCULARITY 


if S/o ECTOPIC — pt undergo — SERIAL [а-на Assessment + Daya - |% Sample 
| After 48hrs 


Begins „DAY 3 - 2% Sample 
Rx of ECTOPIC ET <55 V. 


if Da value itself > аооо [eriTicat Value] 
4 Rx for ECTOPIC 


USG Features S/o ECTOPIC 


Q. USG if No Intrauterine Preg . B/L Adnexa-@ j; HCAO. What Next? 


Ans: Could be SLOW RISE - S/o ECTOPIC, 
Repeat 
1. ECTOPIC Do Serial HCG > ра — Dz — DOUBLING ~ иѕа 
2. NORMAL Sjo INTRA UTERINE. 
3. ABORTION 


UL — 5/0 ABORTION 
3. Best Investigation for ECTOPIC : DIAGNOSTIC LAPAROSCOPY 


4. $.Progesterone level > 25 тд = VIABLE INTRA- UTERINE Pregnancy 


<5ng - 5/0 ECTOPIC , ABORTION 


* Posterior wall of vagina. Longer than Anterior by acm 


* Posterior Fornix deeper than Anterior fornix 
* Rectouterine pouch / Pouch of Douatas / Cul-de-sac - Most dependent part of Female pelvis 


Aspirate from PoucH оғ DOUGLAS 


M: S/o Ruptured Ectepic 
«On US) : >1оомі - SIGNIFICANT 
* COLPOTOMY ~ to drain a Pelvic abscess 


1. Medical Mx 4. Surgical Mx 3. Expectant Mx 


* gives option of preserving the fertility 


* Requirements for Medical Мх — fails in 5-10 7 Cases 
© Pt. stable ® G.sac size - сас sige <3em-3-5em , Cardiac activity СӨ 
© unruptured -sac size < Фот -if Cardiac activity ABSENT 
@ Cardiac activity - ABSENT © нса < 5000 IU 
© Dead fetus 
+ METHOTREXATE : DOC - img /ка im 
D4 - Inj. METHOTREXATE 


D4 - $.ucá 


ря - SHCA — if ¥ (Fall by minimum of 154) > Successful Med Mx: анса disappears 
G from plasma. bfus 
if falls by <15 — МОТ SuccESSFULL 14 - Qidays. 
So, Repeat Inj METHOTREXATE —> becomes D4 — Da. - S.ucà 
Dz - S.HCG 


"SINGLE DOSE THERAPY” 
2. SURGICAL MANAGEMENT 


1. unstable 3. Cardiac activity © in G.sac 5. HCG > 5000 TU = 4.Medical Rx FAILS 


2.Ruptured Eclopic 4. Criteria for Sac size NOT mek 6. Family is Complete 


* LAPAROSCOPY > LAPAROTOMYy 
* UNSTABLE VITALS — do LAPAROTOMY 
* SALPINGOSTOMY > SALPINGECTOMY — Indications: I- Ruptured Ectopic 
4 2.Family Complete 
done fo preserve fertility 3. Sac Size > 5cm 
4. f hemostasis can't be maintained 


* follow up Serial RHCG till it returns to O, ie м <510 


* Monitor VITALS 


Q. Pt. comes € bwks Amenorrhoea and Spotting. ИРТ Ove, HCH = 2500 ZU. USG Shows EMPTY Snc. 
What Next 2 


Ans: Do Serial RHCG 


Q. РЕ с 6wks Amenorrhoea , pain + Bleeding ВР = 80/60 mm Ha , PR-1a6/min ,Р/А exam”- Guarding 
Next Step! 
Ans: Laparotomy 


Q. Pt. married for Syrs , I° Infertility , now Conceived , presents as ruptured ectopic . BP - (06/80 mg 
PR - 104 /min, What Next ? 
Ans: Laparoscopy + Salpingectomy 


| CRITERIAS : ECTOPIC 
1. PAALMAN'S SLUDDIFORD ECTOPIC 
2.RUBIN'S * Survive Longest - a4/3"4™ 
* Placenta attached to VITAL ORGANS — Obstetric Emergency 
4 
deliver Baby buk donot Mx: Emergency Laparotomy 
Remove Placenta 


{ 
Placenta Left in-situ 
Left for AUTODIGESTION 


* а pregnancy. simultaneously present ak different sites of Implantation 


* (M2) cause : ART ; Rare but Ф Incidence d/t ive ; C) тире > 4 intrauterine + 
4 Fallopian Tube 
* Medical Mx : C/1 ; Surgical Mx: Missed and present Late —> Rupture 
ا‎ Big Sac Size 
* RxOC : Laparoscopic Salpingectomy 


1. NEOPLASTIC 2. NON - NEOPLASTIC 


Diploid 

Monospermic 

All genetic material i& PATERNAL 
Genetic material of ovum degenerates 
this is fertilized by sperm and 
Paternal genetic material 
DUPLICATE 


ФА 46xx (80) 
46xy (207) 


ао 7 Dispermic 


1. Extensive Trophoblastic 
Proliferation 


2 Complete Wydropic change 
of Vili 


3, Avasewlar Villi 
4. No Fetal tissue 
5. No Trophoblastic Scalloping 


6. No Stromal Inclusions 


3. Placental site Trophoblastic Tumor (est) ) 


4. EPITHELOID Trophoblastic Tumor (ET) 


TRIPLOID 

Dispermic 

Extra Sek from Paternal Side 
Ovum is fertilized by 2 sperms 
407% TRIPLOID - 64xxy 
104 TETRAPLOID - (3 sperms) 


Abnormal Conceptus 


I. Less marked 

2. Focal Hydropic change 

3. Vascular villi 

4. Fetal tissue - Present 

5. Trophoblastic Scalloping - Present 


6. Stromal Inclusions - Present 


4. P53 Staining - Present 


‘Uterine size 
( can be even > 10?) 
* No Fetus 
` Fluid filled vesicles 5/4. BLACK 
App 
* In Adnexa. ғ Theca Lutein Cyst 


Leyst th the ovary) 


E 7 stimulate Ovary 


A compete моё 
"SNOWSTORM / HONEYCOMB. App 


! 
CLINICAL 


PRESENTATION 
(9 * bleeding PV 
oje Uterine Size © POG 
1 
нса Higher than expected (not very High) 
1 
usá 
10С for MOLAR? ° Fetus (€ — Multiple GCA 
Pregnancy * TRIPLOID—> Die 


® 
® 


* P.moles ~ misdiagnosed on usa 
as MISSED AGORTLON 


TRV 


PARTIAL MOLE 


Molar pregnancy (M Diagnosed in 45*TM and GD Presents in a" 4 TM as Bleeding PV 
(Other Clinical presentations seen only in COMPLETE MOLE | 


1. Hyperemesis gravidarum 3. Thyroid Storm 


2. Early Onset Pre-Eclampsia 4. Pulmonary Embolism — d/t Small vesicles 


Risk 


C.mole _ GTN : 15-204 P.mole ——9 GTN : (3-57) 


C.mole —? Choriocarcinoma : ФУ. P.mole ——9? Choriocavcinoma: «V. 


* ToC. for Molar Pregnancy ~ SUCTION EVACUATION 
° &40yrs. C.mole and family complete ¬ HYSTERECTOMY 
* After Suction Evacuation — THECA LUTEIN Cyst regress cin 2-4 months 


* During Suction Evacuation: There is Risk for 1. THYROID STORM 
2. PULMONARY EMBOLISM - Highest 


We should start Suction ISË then Oxytocin 


* Check Cuvettage done : SHARP Curettage 
* After Suction Evacuation : 5. uce checked weekly - till we get 5 Consecutive values -® 


after this monthly Hea 
< Total Duration of Follow up / Surveillance after Molar = 6 months 


( Average Time by which Heq returns fo © = Auks] Advice is to * NoT to Conceive 


Шөн RISK for бтм * Contraception of choice is OCP's 


BARRIER's canbe used (But has HIGH 


1. > 40yrs of age FAILURE Rate) 


2. Uterine Size > POG + Avoid - Тор > S/e Bleeding 
3. HCA > (0% 
4. & Large (бет) Theca Lutein cyst. 


* For those women at HIGH RISK > Prophylactic Chemo Rx —> METHOTREXATE or 
ACTINOMYCIN-D 


t Invasive Mole - (42 GTN - GTN (Neoplasia) can occur after Non- Molar 
pregnancy but uncommon, 

2. Chorio carcinoma 4 

3. PSTT jes ln this Case @O атм + CHORIOCARCINOMA 

4. ETT 


t. 4 consecutive values of нса ( Dı, Da, ря, Ра) ($007) — Shows Plateau 
G 5/1 INVASIVE MOLE 


2. 3 consecutive values of нса ( Di, D4, рз) = Shows a RISE (>107) — $/i CHoRIOCARCINOMA 


‘CLINICAL PRESENTATION — 
1. Persistent bleeding even after Suction 5 GED ( choriocarcinoma) 


and Evacuation 


2.Uterine Subinvolution | 
3. Persistent Theca Lutein Cyst 
G pd Hea; Choriocarcinoma. Snowstorm = 2" (69 


4.'SHoCK - (Invasive Mole) th Vagina - Bluish Suburethral Nodule 


(«à Site: Lungs > Vagina > Liver / Brain 
4 


SPECTRUM OF GESTATIONAL TROPHOSLASTIC NEOPLASIA 


PARTIAL 


COMPLETE 


INVASIVE 


kwasio mole 


гз- Аде STYrs- No-04-179 F CHESTPA 30-Apr-19 


CANON BALL Mets - 


* INVASIVE MOLE - vitus © * CHORIOCARCANOMA - VILLI Absent 


` occur after 
© (Heru rar] 
` 307 -Benign ; 304- Malignant 


` Made up of (DIMORPHIC Cells) 
(Mononuclear and 
Multinucleated Cells) 


“(Hemorrhage and Necrosis more common 


(Stage 1: Confined to Uterus 
(Stage 2: Outside uterus but cin pelvis (Vaginal mets) 
(kage): Metastasis to lungs —>(GOod PROGNOSIS) 


(kage 4 : Metastasis everywhere 


L Age < 34 yrs 240ws 

2.HCó <\о3 >05 

X Type of Antecedent Molar Full term 
Pregnancy 

4. Duration from 

Antecedent Pregnancy < 4months 2 là months 

5. Tumor size € Зем ?50m 

6. Sike of Meke Lungs, Vagina Brain, Liver 

3. No. of Mets <4 >@ 


8. Any Prev. Chemo (Recurrence) Single Agent Multi Agent 


| TOTAL SCORE. 
Single Agent Chemo “if Resistant Give 


t. If £6 > LOW RISK GTN — ROC — Z METHOTREXATE to Міх ACTINOMYCIN-D 


2.ip 23 HIGH RISK GTN — MULTI AGENT —> 1. EMACO Regimen -if Resistant give 


Снемо Rx Regimen 2. EMAEP Regimen 
Е - Etoposide - M €-Eloposide =P 
M-Mtx = 0. Resistant, M- Mtx -Dz | Follow up by HCG; weekly HCG - till we 
A-Achinomycin - Ds A- Actinomycin- Ps | get 3 ( values 
C- Cyclophosphamide = P4 €-Elbposide -D4 4 
O- Oncovin = 05 P- Cisplatin “Ds Stop Chemo 
* Total duration of Surveillance - 12 months Then do Monthly HCA 


* Advice: Not to conceive , use OCP's 


Any bleeding which occurs in Genital tract or from genital tract 
beyond viability . (IN INDIA, Period of viability = 2€ wks) 


CAUSES 
tal Causes (MC) Fetal causes 
^ - DEFER Vasa Previa 
Placerin. previa 
Circumvallate placenta 


Circummarginate placenta 


Placenta is located in lower 
uterine Segment: 

For localization of Placenta ; 
US& should dona in 3"4 


Placenta seperation of normally 
Situated placenta 


In minor degree > 36 wks 

In majo degree >32 wks 
Incidence : 1 in 300 Pregnancy | Incidence: 1 in 200 Pregnanc 
Recurrance Rate: 57. Recurvance Rate :12 to 157 
МЄ Risk Factor : Previous ho | MC Risk Factor : Previous h/o 


Placenta. previa Abvuptio Placenta 
2rd мс : Previous blo cesarean 


Section 


Common Risk Factors for both Placenta previa & Abruptio placenta 
1. Multiparity 3-Smeking 
2.4 Maternal Age 4: Twin Pregnancy 


APH > MC In multiparous &Smoking is a Risk Factor 
PPH > MC in nulliparous € Smeking is protective 


Risk Factors Risk Factors 
ween ME Уан 

2. Diabetes Cocaine Abuse 

5 Succenturiate lobe A A FA deficiency 

4- Placenta bilobata Thrgmbopniia. 

1. rita 5 е blo Abdominal Trauma 

2. Endometriosis oo 

3 Exressive curettage + Polyhydramnios 

4. Previous uterine Surgery “Twin Pregnancy 
Cesavean Scar 
Myomectomy Scar 

CLASSIFICATION CLASSIFICATION - Rage Classification 


У n e E Grade О = Rebospective diagnosis 
based on Retroplacental Clot 
Grada 1 = fhin in abdomen 
> (d/t thromboplastin, which is 


9 э wo Ө uterotmic agent) 


i БЫ ее ста t Bleeding PV +ЕНБ= Normal 
TYPE 1 Grada 2 = Painin abdomen + 
-Plocenta. in LUS Bleeding PV + Fetal distress/death 


- Distance fiom internal Grading 3- Pain in abdomen + 
os is <2cm Bleeding PVT Fetal death Li 


E. ."Deesnot reach upto | Patient is in shock* DIC 
margin of internal os - | db шшен lon " 
aka Loteral/Low [ying placenta previ lease mboplasti 


Varities of Apruptio Placenta 


f9 REVEALED VARIETY 


CONCELED VARIE TY 


In this vaviety, Blood 
collected. behind Placerta 


lens mjomerum of 


WEZ 

-Placenta reaches upto 

margin of internalas 

ako. Marginal Placenta Previa 
TYPE-3 

-Placenta pay tially 

Covers internal oS 


aka Incomplete placenta previa 
‘Placenta doesnot covey dilated 


TYPE-A. uterus 
“Placenta completely Uterus Appears Bluish/ 
Covers a ©- wing iad 
aka Complete /Central Placenta. Т 
Previa COVELARE UTERUS 
“Placenta, Covers dilated os- 3 
Anterior 
Т d 
dis Posterior 


Anterior 
In tpe < — 


Туре 2 Posterior is called as 
Dangerous Placenta Previa,’ .' 
in type-2 posterior, Placenta. 
located. posteriorly, and it's 
Yeaching upto lave] of internal os. 
On US&, So many times it's 
missed as it lies posterior/ 
behind fetus, During Labor, wh: 
fetus goes down it presces against 
placentu & there will be bleeding- 


COVELAIRE UTERUS (Imp. Points) 
1. Is not an Indication for 
Hysterectomy 
2. ts a Risk factor у PPH 


MC variety of Abrupto Placenta 
is - MXED VARIETY 


.. Its called as Dangerous 
Placenta Previa 
Minor Degree Placenta Previa. 


Anterior 
Type tS Posterior 


Туре 2 only Anterior 
Vaginal Delivery can be tried- 


May Deque Placenta Рема 
"üpe-2 : Posterior 
dues 
Type-4 

Always do cesarean section 

Th all posterior varieties of 

Placenta, Previa 


Since there is less space (d/t soc 
Fetal distress on pushing Head into 


SYMP TOMS 


1. Bleeding in 274 Trimester 
* Bright Red in colour 


SYMPTOMS 


1. Bleeding in 279 Trimester 
*Dork Red in colour 


ж Painless (No pain in Abdomen) ж Pain in abdomen is present 
* Cause lass * Cuse for Bleeding 

ж Recurvent in samo pregnora) (Trauma : :. aka Accidental 
ж Warning Hemorrhage seen- Hemorrhage) 


# Not Yecurrent in Same preg: 
Ж No warning Hemoyrhages 


PLACENTA PREVIA Е CONCEALED ABRUPTIO 


General €xamination : General €xaminatisn : 
General condition of patient is General condition of patient is 
proportional to blood loss hot proportisnalto blood loss: 


PJA: x Uterus is soft, relaxed , ВА :ж Uteris is hard, tender, tersed 
hon-tender FHS- easily heard FHS - Not easily Heard 
Fetal Ports: Gasiyfee Fetal parts : Not easly fet 


x Height of uterus- Period of gestation * Height of uterus 7 Period of gestation 
x Feta FHS peek | ж Fetal distress/ death 


TOC (foy APH):- TAS = Screening test 1р differentiate biw Placenta, 
Previa & Abyuptio Placenta 
Toc in Placenta Previa is TVS TOC in Abyuptio Placenta, > 


Clinical > TAS 
Probe doesnot М 
Cross internal СЄ 


Malpresentations Оте more common 
їп placenta previa 


Transverse lie > Breech 


MANAGEMENT OF ABRUPTIO PLACENTA 
POPES eer wait & watch 
Thterval bk) abruptio & delivery plays aun vevy important 
тор iN development of DTC. Move the interval mowe 
the chances of DIC. 

ii. Never give “Tocolytics 

Й. Always best management -> TERMINATION OF PREGNANCY 


Modo of Labor 
Fetus Alive Dead Fetus 
Prefer vaginal. delivery. But 


F vaginal delivery Б Otherwise in Some cases, Cesarean 
about to happen cesarean sectim May be Tueded 


Vaginal Delivery 
VAGINAL DELIVERY IN ABRUPTIO 


MISOPROST is СТ OXYTOCIN Can be used to ARM Hastens 
for induction of augment Labor Delivery 
Labor Y 


In Abřuptio, as its tone 


N id 
No data which indicates Sette 
nA si that oxytocin can 
uterus T, with MISOPROST augment release of 


че Thromboplastin into 
M chances of Tachy systoes mateynal Circulation 
Leads to fetal distress 
Tachy systoles > >5 contractions in 40 min 
Fa patient of Abruptio, develops DIC 
First correct DIC => РЬ vaginal delivery 
MANAGEMENT OF PLACENTA PREVIA 


Terminate the pregnancy Grtinue e Pregnancy 


Шш. EXPECTANT MANA&EMENT 
Y 
ACTIVE MANAGEMENT Purpose : To let the fetus attain 
Th any condition, where mother Lung maturity (ST uke 
life is at Risk Condition : Never putting mother 
Life at Risk. 


ACIIVE MANA&EMENT EXPECTANT MANAGEMENT 


*Hemodynamically unstable pt. ‘If pt is hemodynamially Stable- 

- If continous bleeding present ‘If the bleeding has stopped 

bol ا‎ age 23twks/ -< Gestatisnal age Is <36uks 
if patient in Labor 

‘If fetal distress 16 present 

“Fon 089: Congenital anomaly “бп USS. Normal fetus & 
In tho fetus which is incomp- — congental anomaly compactible 
actibla with life (Anencephal) with life CFolydactuly) 


Expectant e of Placenta previa is known as > 
Mcafee & Jhonson regime ` 
j. Admit the patient 
i. Arrange for blood 
ii. IF Rh ~ve female > give Anti-D (200 mag 
№. Inj. CORTICOSTEROD (tp attain lung maturity) 
v. Tocolytics (if contractions ©) 
(BEST : NIFEDIPINE) 


Cervical Cerlage : Not а component of expectant management of 


Placenta Previa 
Sxpectant Management 
Corry til 37 uks if fetal distress ® 
Bleeding epi ® 
Modo, of Delve Terminate immediately 
Minor Degrees ж Major degrees of plocenta previa 
Clüpe 2 Posterior, Type 3, Type 4) 
Vaginal Delivery ж Fotal disbess 
* Severe bleeding 
(irrespective of type of Placenta previa) 


Cesarean Section 


For mode of delivery in Placenta previa, it is necessary to know 
type of Placenta previa 


USA Double set up Examination 
Th OT, after doing all arrangement 
for cesaveon section 
Doa P/V T M 
kla Double setup examination 
Dic. 
Consumptive coagulopathy Cal Clothing factors ave consumed 
ү 


Obstretical causes of DIC Diagnosis Drugs in management 


ж Abvuptio placenta (MC) ж S- fibrinogen d DC. 
x IUD of fetus (Clotting F. 1) =Y phe transfusion 
ж Amnictic fluid embolism ж Fibrin degradation [n 
ж Sptic abortion product «4 к Cryoprecipitaie 
ж Severe pre ecampsia/ ж Di-dimer ж Platelat transfusion 
eclampsia/ HELP ж Heparin 3/- 
Syndrome. 


Drugs which ave no Yoke in DIC are, 
i. EACA 


ї. Tranexamic acid 
Recombinant Factoy Wilt А : Role in DIC is uncertnin 


Q Which of the following is not used in Dic? 
ams “© Heparin 9 Blood transfusion 
до BD EACA d) Intravenous 
Q А primipara whose period of amenorrhea is 39 wks develops 
Sudden onset of sharp continous abdominal pain,shock & 
tender uterus without vaginal bleeding- She is not in labour: 


What is tha most likely diagnosis? 
d) Amniotic Fluid €mboliem © Red degeneration of fibroid 
US Placental Abruption d) Rupture of the uterus 
Q At 2€ wks USG(TVS) а G2P1 femal was detected as having 
major placenta previa. A confirmatsry Should be preformed 


d) At 32 wks c) At 36 wks 
b) At 34 wks d) At onset of Labour 
Q Al are mugs of APH except, 
AMP а) Placental previa д Circumvallate placenta 


04 b) Abruptio placenta {aj Battle dove placenta 
Q Placenta previa Risk factor is qw all of the following except. 


aa Ф Large Placenta O Primi gravida 
R Б) Previous Cesarean sar d) Previous placenta previa, 
Q Placenta previa IS characterised by all except : 
d) Painless Bleeding Recurrent Bleeding 
B Causeless Bleeding Present after 13 trimester 
Q Regimen followed In expectant management of placenta previa 
а) Lily's method OMcAfee # Thonson "regime. 
БВ Crede's method d) Brandt - andrews method 
Q Expectant management of Placenta previa includes oll except 
а) Anti- D ©) Blood transfusion 
ЧЫ Cervical Encirdage d) Steroids 


Ф А primagravida at 5% wks of gestation reported to labor room 
С cental placenta previa. € high bleeding per voginum- The 
APG fetal HR was normal at the time of examination - The best 
05 management option for her is 
q) expectant management Induction Vaginal delivery 
Cesarean section d) Induction & Forceps delivery 


POST PARTUM HEMORRHAGE 


3rd Stage —> Placental Separation Avg. time 15-20 min, if > 30 mi Prolonged 


* Uterine contractions are vequired for placental separation from decidua basalis 
Signs of Placental Separation 
l. Gush of Blood ———* Opens up the venous sinuses present иэ myomelrium 


1. Suprapubic Bulge middle Layer muscle fibres are arranged in 
3. Lengthening of cord "CRISS CROSS FASHION" = “LIVING LIGATURE” 
lengthening of corá- its £o, when middle layer contvacks - constricts vessel 
only appavent and permanent Lengthening 
4. Pundal Height will increase - placenta pushes uterus up 

BEST SI&N - Placenta. Lying in VAGINA flo Lengthening of cord 


PLACENTA 
(O Placental wt = 5004 
Û Volume = 560" 
© Diameter = 200. 


Avg. thickness = d-5cm 


(Placentomegaly): if >4cm Thick 


cantas * 1. Hgdrops fekalis 


2. Intra uterine Infection 
(Syphilis /сму) 


3.DM 


4.Multifetal Pregnancy 


(MATERNAL Side : side which faces DECIDUA BASALIS 
i 


Bed of Placenta 
(Lobes |5 -20 each , each contain multiple lobules 
Term Placenta 


Fetal side Maternal side 


‘lobules : ave the functional unit of placenta 
Tissue of Placenta formed by CHORION FRONDDSUM 
= ts orca onus 


* when umbilical cord is attached € centre 


* Smooth and shiny covered < membranes — inner most memb: AMNION 


C AMNION : + Avagculay memb Outer memb. * CHORION 
2. Derivative of Fetal ectoderm 

1 AMNION 

2.'CHORION ~ forms placenta 

S.(YOLKISAO- 1“ site for Fetal Hematopoiesis begins 3 - 6 wks 


* after 6vks - mainly © Liver — HbF formed 
+ beyond 2owks - occurs Only in long bones 
4.ALLANTOIS ) = its a diverticulum from HINDGUT that grows into connecting stalk 


forms umbilical vessels Decidua basalis 


Extraembryonic 
Membranes _ 


Chorion 
frondosum 


fetal portion 
of placenta’ ч 
maternal portion — 
of placenta 


2. EURGENTAMIBIUOBATA - сога attached to both lobe 
3ÍPUACENTAXBATILEDURE - cord attached to periphery 
4. VELAMENTOUSIPLACENTAD — further type 
(VASA PREVIA.- blood vessels are travelling over internal os 


So when memb. rupture - fetal blood vessels also rupture 
Y 


Cause Bleeding 


This bleeding is [Арн) => Fetal Blood loss — afus 


PLACENTA SUCCENTUR IATA 
9 


€ 


PLACENTA BATTLE DORE 


Placenta Variations 


Placenta дот 


Normal Umbilical Velamentous Cord UU] : 
Cord Insertion Insertion 
t № 
X Placenta 
| ! Bilobed 
Umbilical "T 
/ cord 
| 
\ Velamentous 
\ insertion 
1 of cord à 
\ / E 4 Succenturiate Lobe _ 
xpose / q J 
Cervix umbilical Battledore / Marginal Insertion 


vessels Cervix 


1- KB Test ( KLEIHAUER. BETKE Test) 


° (o differentiate fetal RBC 
from maternal RBC Г 


+ LAB Test Circumvallate 


9 Placenta QD uten 


| 
1 
* ACID Denaturation test f 
(Fetal. blood is resistant t ( 3 
\ < 
5 mm T 


atid denaturation) 
* CITRIC AUD is used. 


* smear (5 made of maternal blood 
and is exposed fo acid Circummarginate 


* QUANTITATIVE TEST 


* done in Rh NEGATIVE Pregnancy 
count RBC > formula — Amount of Anti-D dose calculated 
if margin elevated —> CIRCUMVALLETE PLACENTA 


CHORIONIC PLATE 
SMALLER THAN 
BASAL PLATE if margin is not elevated —> CIRCUMMARGINATE PLACENTA 
bjw chorionic plate and 
Basal plate 
2. APT Test done) ( Atkali Denaturation test) 
* 1% Марн is used : Fetal Blood is Resistant to alkali 
* Bedside test 


* Therefore only а, QUALITATIVE Test 
PLACENTAL SEPARATION 


* Separation starting from centre * separation starting from periphery 


T -© 


* Collection of blood behind the placenta |- External bleeding wilt begin © separation 
RETROPLACENTAL CLOT (RPC) 


* External blood loss is seen after complete] - MORE 
separation 


* Maternal side presents @ vulva 
* TOTAL BlooD Loss - LESS 


“ DIRTY DUNCANS” 
* Fetal side presents @ vulva - 


“SHINY SCHULTZ” 


® Blood loss in Vaginal delivery = 500mL 
C.S = 1000мі, 
Iw PPH - Blood loss — Vaginal delivery ч 2booml MILD 


> loooml- SEVERE 
CS - >loooml 


— PPH > 000 wl irrespective of mode of delivery 


7 any blood loss which produces 516145 and SYMPTOMS of HYPOVOLEMIA 
PRIMARY PPH SECONDARY PPH 
-if blood loss happens cin 24 hrs of 


delivery 


* if blood loss happens beyond 24hrs of 
delivery 
. D cance : Uterine atony 2) cause : Retained Placental tissue 


PLACENTA SUCCENTURIATA 


(Me) cause of PPH - 475 


Atony > Trauma to > Retained placental > Thrombosis 
Genital track tissue (defective coagulatin) 


RISK FACTORS for PPH 

1. Polyhydraminos 1. Mulliparous > Primi 

2. Multifetal gestation 8. intra-uterine infections - CHORIOAMNIONITIS 
3. Macrosomu. 9. Fibroids 

4. Prolonged labour (0. DIABETES MELLITUS 

5. Augmentation of Labour И. PRE-ECLAMPSIA 


6 Instrumental delivery 12. ANTE - PARTUM HEMORRHAGE 


AMTSL(Ackive Management of 3ч Stage of Labour) 
WHO - 4 Components 
Ut Component : Give uterotonic agent immediately after delivery 


done cin Amin of delivery 


Uterotonic Agents 


DOC: OXYTOCIN loru — )im bolus or 
2) Су infusion 


NEVER AS tv BOLLS - if given can Cause Severe _ „|. Tachycardia, 
Hypotension. 2. Arrhythmia 
3. MI 
4. Cardiac avvest 
iv infusion has immediate onset 
im bolus delayed onset by 3min 
(Nakuval-OXYTOCIN synthesized from PARAVENTRICULAR NUCLEUS of 
* iks a NONAPEPTIDE HYPOTHALAMUS 
* Stored in POSTERIOR PITUITARY 


* Short t¥2 ¢ 3min (3-5 min) 


| SYNTHETIC OXYTOCIN 
"И an OCTAPEPTIDE 
* cause : PHYSIOLOGICAL UTERINE CONTRACTION (every contraction ffe Relaxation) 
OXYTOCIN 
* act equally on UPPER SEGMENT as well as LOWER SEGMENT of the uterus 
* cause Ca^" influx — Main МОА 
* also causes Release of РА Ғак from decidua and cause contraction 


of smooth muscles 


[2^4 Drug |: METHERGINE (Methyl Ergometrine) 0-amg im injection 


Sle: SEVERE TRANSIENT HYPOTENSION 
Ct: 4. Pre-Eclampsia 4. Peripheral Vascular Ds 
2. Eclampsia 5. Rh Negative Pregnancy 
3. Heart ds 6. Delivery of IS Twin 
* aks move on LUS so given after delivery of 


а" Twin 


+ SYNTOMETRINE (5 TU Oxytocin + 0.5mg Methergine) 


4" Drug |: CARBTOCIN - Synthetic Oxytocin Analogue 
* bs an OCTAPEPTIDE 
"th = 40min 


* loomg slow iv over 4min 


? MISOPROSTOL [P&E,] > Tablets give Miso when parenteral drugs can't be given 


in HIGH RISK Pts —> OXYTOCIN + MISOPROSTOL 
also add TRANEXAMIC ACID ( Anti-fibrinolytic) 


For Prophylaxis of PPH : 600mg per oral [wo] 


P/R not preferred route S/E 1. HYPOTENSION 
2. Nausea, Vowükü 
But Advantage : Minimise S/E 3. Fever £ chills — most important 


P component] : Delivery of Placenta by controlled cord traction 


" Modified Brandt Andrews Method" - to prevent Uterine invasion 


Fundus is elevated by 
external upward pressure 
v. 


"Gentle traction 
on cord 


: Delayed Cord Clamping ie >60sec ( Imin of delivery) 
BOmL of blood goes о baby in Delayed Cord Clamping 
if done = 1 міл — Early Cord Clamping 
Indications 
I. IF Baby needs Resuscitation 3.Htv @ Pregnancy 
2.Rh Negative Pregnancy 4.Baby К/с [о of Heart ds 


onent|: INTERMITTENT UTERINE TONE ASSESSMENT 


Cuterine Massage is not a Routine Component of AMTSL) 


NON - SPECIFIC 


1. Secure а Large bore i.v canula 
2. iv fluids ( cRYSTALLOIDS) 

3. Catheterise Bladder 

4. Arrange Blood and Blood ра 
5. Investigations fo be done 


но / Blood дур / Coagulation- 
[19 Profile 


SPECIFIC : done to stop bleeding 
1. Stark BIMANUVAL UTERINE MASSAGE + Help 
2. Start UWterotonics 
DOC: OXYTOCIN - Q0 IU in 500ml NS/RL 
CNot in 57. DEXTROSE - because ADH like action 
of oxytocin given in Electrolyte deficient 
media, - long duration) 
5/Е : WATER INTOXICATION 


| 


if still Bleeding, then give 


METHERGIN / CARBOPROST - 0.2 im 


CARBOPROST [ ака, DINOPROST,HEMABATE) 


“Methyl Раға, - 0.85mg given asim 


* C/1 in ASTHMA 


* Most potent drug ; Repeat every 15-30min, upto 8 doses in 24у (So max” dose - 24) 


MISOPROST 


* is an add on drug which can be given £ OXYTOCIN 


* For Rx B PPH : $00 mca S/L , alternate route P/R (slow absorption) dose - 800 -looomeg 


ино) 


Other Add on drug: TRANEXAMIC ACID : iv 4q x 20min 


Drug Rx alone is tried for 30min after thak 


continue Drug Rx + BALLOON TAMPONADE £ 500ml NS/RL 


Eq: 1. BAKRI BALLOON 


2. SENGSTAKEN BLAKEMORE TUBE 
3. CONDOM CATHETER 


Intrauterine packing using gauze pieces (if unsterile causes SEPSIS ‚бо not done nowdays) 
Y 
Wf Still, ATONIC UTERUS 
لإ سم‎ 
Vitals are STABLE 


Vitals are UNSTABLE 
*Do UTERINE ARTERY EMBOLISATION 


Do UTERINE ARTERY LIGATION @ Level of 
V Internal 05 ; B/L Ligation ; Reduces 
if Stable Pulse Pressure 
+ 
* Do Uterine Compression Sutures Ligation of ANASTOMOSIS bjw UTERINE 
ARTERY and OVARIAN ARTERY 
(2 B-LYNCH Sukures/ BRACE Sutures 4 
Others : HAYMAN's SUTURE Still Bleeding and AToNIC UTERUS 
CHO SQUARE 


\ Still Bleeding | 


Do HYSTERECTOMY 


whenever possible will do 
If Hemostasis can't Бе SUPRACERVICAL HYSTERECTOMY 
{ achieved ( sverorAU) 


ToTAL HYSTERECTOMY is done 
(Uterus and Cervix ave removed) 


If Still bleeding after Hysterectomy : Dx- Dic 


DISSEMINATED INTRAVASCULAR COAGULATION) 
aka Consumptive Coagulopathy 
РЕР is also given 


Posterior » 
Anterior BAKRI BALLOON 


OTHER COMPRESSION SUTURES 


* Hayman Uterine 


Compression Suture Cho's Multiple Square Suture 


CONDOM CATHETER, 


CONDOM CATHETER 


=f 


1 y 
SENGSTAKEN BLAKEMORE TUBE 


DIC IN OBSTETRICS : Me) cause ABRUPTION 
Others: Massive PPH /АРН 
Septicemia 
Intra Uterine Death — Only if Retained >4wks in Utero 
+ 


Р) 
most of them Spontaneous labour cin &wks fin Risk of DIC 


Я. 36wks € 10р. Мх? wait and watch 
induction of labour can be done on maternal demand, 


ANAPHYLACTOID SYNDROME OF PREGNANCY 


* Amniotic Fluid Embolism (AFE) can cause PPH 
CD occur during eie - when membrane ruptured 


(SE STAGE of АРЕ ¢ Sudden development of Breathlessness 
Y 
Rapidly progress o HYPOTENSION 
Y 


Rapidly progress fo CARDIAC ARREST 
4 


COMA 
High mortality Rate 


2° STAGE of AFE + DIC presents © Bleeding 
AFE - Rare event ; Dx of Occlusion Clinical Dx 
No LAB test for confirmation or refute 


PULMONARY VESSEL FINDING - AMNIOTIC FLUID DEBRIS 


TRAUMA TO PERINEUM  — 1.Perineal tears 
2. Hematoma 1. 100D Perineal Support 


1. PERINEAL TEARS 2. Maintain head of the baby in FLEXION 


to control delivery of HEAD 
EPISIOTOMY : Surgically planned incisions 


3. Application of DARM PERINEAL COMPRESSES 


4. NO Routine episiotomy 


EPISLOTOMY 


MEDIOLATERAL MEDIAN 
° f Blood loss * if extends iE reaches ANAL SHPINCTER; tears in 
* ^ Duspareunia, Sphincter and anal mucosa leads to 
* ^ Breakdown RECTAL INCONTINENCE. 
* Cosmetically POOR Episiotomy 


* canbe extended 


Median incision Mediolateral incision 


EPISIOTOMY 6 given when perineum is STRETCHED 

REPAIR done 1. Vaginal mucosa =“ CONTINUOUS Suture 
1. Perineal muscles- INTERRUPTED Suture 
3. Skin - MATTRESS 

ees 

18 Degree = if only the skin and/or vaginal mucosa. are torn 

a Degree - 4° + Perineal muscles 

3 Degree- A - 4507 of Ext. Anal Sphincter (EAS) is tom 

B- >50% » 


id T кыкчы Резе 


4" Degree - when RECTAL MUCOSA is torn. 


CAE TGR repaired i abour rm 


just Like Episiotomy 


DL T 


Anesthesia, 
* Repaired cin A4hrs C because of 4hrs 


Torns ends will be avascular р. 


Rest like EPISIOTOMY 
2.HEMATOMA 
1. pain in genital area (2) presentation 
A.Inability to pass urine 
5. Shock, 


Dx by ЧЕ “BLUISH TENDER SWELLING” 


Mosk hematomas are managed CONSERVATIVELY + ICE PACK 


(ND ROLE) of Antibiotics 


First degree tear 
involves skin 


Episiotomy 


Second degree tear 
involving perineal muscles 


Third degree tear with 
partial anal sphincter —— i | 


involvement 


Fourth degree tear with 
complete tear of anal 
sphincter involving 
bowel lining 


INDICATIONS TO OPERATE 
HEMATOMA 


1. UNSTABLE VITALS 


2. EXPANDING IN SIZE 


3. EXCRUCIATING PAIN 
(5/: expanding hematoma. 
internally ) 


Hematoma which presents as SHOCK is (BROAD LIGAMENT HEMATOMA) 


> ovarian Liaament (Post.) 


Lateral 
Pelvic Wall 


> FALLOPIAN TUBE 


(о) MTERO - OVARIAN 
PEDICLE 


> ROUND uGamenT (Anterior) 
(Rt) 


UTERINE ARTERY : ROAD LIGAMENT HEMATOMA 


SUPERO - INFERIOR RELATIONSHIP 
Fallopian Tube : Most SUPERIOR 


RL and OL 


* are attached at same level 


* External Blood Loss LESS 
* But pt in SHOCK 


Cause IATROGENIC 


As soon as Inversion happens —> PAIN —> NEUROGENIC SHOCK, —* ATONIC UTERUS + BLEED 


| comers to 


HEMORRHAGIC SHOCK - Cause of death 
(Management): 1. REPOSIT UTERUS BACK) — Manual Repositioning (/-OHNSON'S METHOD) 
Y 
part which comes out LAST has to be pushed In FIRST 


2. Stark OXYTOCIN 
| FAILED 


De HYDROSTATIC METHOD / О SULLIVAN'S METHOD 
IL Fails 
OPERATE UNDER Ĝ.A 
1. HUNTINGTON'S Surgery 


2. SPINELLI METHOD 


3. HAULTAIN PROCEDURE 


HYDROSTATIC METHOD / 
O SULLIVAN'S METHOD 


Mc) cause PREVIOUS CAESAREAN “DRUGS: (MISOPROSTOL - if used Antepartum 
РА 
In NON- SCARRED UTERUS RUPTURE C/1 in Previous С.5 for INDUCTION of LABOUR or 
AUGMENTATION 
- @O cause OBSTRUCTED LABOUR 
/ 2.0XY TOCIN: can also cause rupture. 
7 Grand Multipara 2 5 Times 
* So STOP infusion and start iv fluids 
7 MULLERIAN Anomalies Washouk OXYTOCIN. 


“Management : EMERGENCY LAPAROTOMY 
v 
Rupture Uterus - if Hemostasis Can't be maintained : HYSTERECTOMY) 


* Fraternal 


* Prevalence - Varies + Prevalence - Constant 
-Geographical variation 
* TYPES : depends on Time of division 
-Family h/o 
i) Sin Зайт —? DCDA - MORULA STAGE 
- Race 
ii) b/w 4-8 days — MCDA - BLASTOCYST 
-ART 
їй) b/w 8-làdays — MCMA 
Di chorionic DiAmniotic 
iv) *làdays — ——9 CONJOINED Twins (siamese Twins) 
after Embryonic disc 


Cleavage 
q 
Days 1-3 | > 
Dichorionic/Diamniotic 
Cleavage 
— 
Days 4-8 


о; 
Blastocyst 


Monochorionic/Diamniotic 


* MO) Type of Twins - DEDA 


Cleavage 


. (o Type of Monozygotic twins - MCDA 


Days 8-13 


* Fetus in TWIN Pregnancy is HIGH Risk for 
OM fetal complications except : 


Im planted 
Blastocyst 


Monochorionic/Monoamniotic 


1. Post- TERM LABOUR 


Cleavage 
2.MACROSOMIA 
Days 13-15 
$ CO fetal complication of Twin Pregnancy 
X Pre- Term ( Prematurity)| dependent on Embryonic:Dise Conjoined Twins 


Number of Fetuses 
2.WGER 


* Ай fetal complications are move in MONOCHORIONIC TWINS 45 Compared to DICHORIONIC. 


AMNION 
* Ridge present b/w & cords! — If мо — МАМС 
J if YES , then? CHORION 
THICK Ridge THIN Ridge 
-DEDA -MCDA : if Vascular 
vascular connection not Connection b/w à cords 
present Ую à cords present 


1 If we see à, separate placenta - Good MARKER 

2. Opposite Sex Twins - always DICHORIONIC — боой marker 

3. TWIN PEAK Sign [LAMBDA Sian] : Ideal time to look for chorionicity - 10 - I4cks 
4. 4 layers in dividing membrane 

5. IF the dividing membrane. is Тиск С> 2mm] 

6.'T' Sign / Inverted T Sign — S/o Момо CHORIONIC TWINS 


Monochorionic & at high Risk than Dichorionic : Characteristic Complication 
LLTWIN TWIN TRANSFUSION Synd (7775) 3. TWIN ANEMIA POLYCY THEMIA Sequence ( TAPS) 


2. TWIN REVERSED ARTERIAL Perfusion (TRAP) 4. Selective IUGR 


ULTRASOUNDS IMAGING CONSULTANT GR(EDD)-2084D P80 SMH: C358 
Biis 


"T-sign" in Monochorionic Diamniotic Pregnancy 


* Cause of DA : vascular connections / vascular anastomosis (Deep artery — Deep vein) 
UNEQUAL BLOOD FLOW 


i 


Deep Vein — ——? f Blood volume — Kidney — POLYURIA —?> POLYRYRAMINOS 
CRecipient twin) 


| 


Deep Artery ——> Y Blood volume — Kidney —> OLIGURIA — OLIGOHYDRAMINOS 
(Donor twin) 
Diagnosis on USG — Simultaneous presence of y 
Poly / Oligo “STUCK Twin” > Oligo baby 


DOPPLER. 
“Stage 1: Polyhydraminos /oligohydraminos + Bladder of Oligo twin is visible + тору - © 


“Stage 2: Poly /Oligo + Bladder is not visible + Doppler & 
"Stage 3: Poly /Owqo + Bladder & not visible + Doppler Ab® 
‘Stage 4: Either One/ Both fetus - develops Hydrops fetalis 
“Stage 6: Either Dne/ Both die 

“Management : I.Fekoscopic LASER Ablation of Vascular Anastomosis 


Formation 
Most characteristic complication of Monoamniotic twins — CORD ENTANGLEMENT - of KNOT 


г 


ЇЕ can cause |UD 


if MoNoAMNIOTIC — deliver by CS — 32-34 wks 
SIAMESE TWINS - eg. of Monoamniotic 
CD Type of Conjoined Twins — PARAPAGUS > THORACOPAGUS 


© Type = RACHIPAGUS > CRANIOPAGUS 


VENTRAL CONJUNCTIONS DORSAL CONJUNCTIONS 


Rostral 


Cephalopagus Thoracopagus Omphalopagus Creniopagus Rachipequs Pygopagus 


m Caudal Lateral 
۴ twins are DIAMNIOTIC + Am on LIE of Ischiopagus Parapagus diprosopus Parapagus dicephalus 
WIN 


(first fetus te enter pelvis) 
(FO type in Labour — VERTEX - VERTEX 


aM (9С) Type = VERTEX - BREECH 


if 1% Twin - Vertex — VD 
if (% Twin = Non-Vertex — CS 
G 


TRANSVERSE LIE BREECH : C-S Preferred , V-D not Ст 
+ 


es 


IS Twin = vertex ¬» Delivered  a"4 Twin — If BREECH — Assisted Breech V.D 


\ 


Wf TRANSVERSE  IPV [INTERNAL Povatic VERSION] 
* Intra uterine manipulation 
* done in 0T under Anesthesia 


tin IVF 5 Embryos — in Uterus 


QUADRUPLETS — Reduce the no. of fetus 
Die and geks 
tits an USG Procedure - 10-13 — In} KCL (Cardiotoxic) fo baby — absorbed. 


1. Repeat С:5 

a.VBAC (Vaginal Birth After C-S) aka Trial of Sear 

“Absolute Indications 

i) Previous C-$ = Classical CS — Scar on the upper Segment of uterus - weak scar 


Risk of Rupture : 4-47. 
Classical in Prev. Pregnancy — Repeat CS — Give LUS 


i) Wo Rupture uterus ' Transverse mision 
Q.G,P,L, € prev. CS] 
i > 3 Prev. Uses” look for СРР@ 
LO کک‎ 
iv) Surgery on uterus such as HYSTEROTOMY) indir d Preg. prey Preg. 
-incision Scar in upper t No VBAC VBAC 


seqmen 
-done in 2°4 TM abortion done following failure of ali methods 
v) CPP in Current Pregnancy: Trial of Labour is done early only in non-scarred uterus 
vi) Vaginal delivery NOT possible «4: i) CPD ii) Placenta praevia 
“Other Types of С:5 
1. Pfannensteil incision (or) Low Transverse Incision 


used- LSCS; name: KERR'S Incision 
Strong Scar ; 


Risk of Rupture - 0.2-0-9% 


*LUS ; Risk of Rupture 1-37 
Relative Indications ' 
i) Prev. CS с Breech presentation 
ii)Prev. CS € Macrosomia 


iii) Prev. C-S е Post -Term Pregnancy 


Successful. will Impending Rupture Rupture 
deliver vaginaly 
4 


Prognostic marker : 
Prev. h/o vD 


Signs and Symptoms 
1. (T) / most consistent / First Sign - Pattern -T Non- Reassuring FHR 
18 Tachycardia 


($5) Bradycardia 


2 Maternal — Become significant if 


Fetal 


they are Seen with 
5. Scar Tenderness Non- Reassuving FHR 
Management 


* Emevgency C'S — Scar dehiscence - when all Layers of myometrium give way but serosa 
iS mta 
-it is an Intra- operative clinical Dx 


+ all Layers of myometrium give way including the Serosa > Fetus is expelled info Abdomen 
FETAL DEATH — €— Loses Vascular Conneckion 

Signs and Symptoms: 

i. Maternal Tachycardia 6.Sudden Stoppage of Uterus contraction 

2. Hypotension + 3. Fresh Bleeding P/v 

3.Fetal HR - Severe distress Absent 8. Hematuria 


A.Fetal parts- felt more Superficial or 4. On P/y - Loss of Station (head will recede back) 
easily palpable © Best sign of Rupture uterus 


5.Utevus Scar contour — Lost 
" if failed 
Management : Emergency Laparotomy — 1 Repair ——— — >? HYSTERECTOMY 
3 оз d hemostasis 


3" Outcome : In ANTHROPOID Pelvis - Direct OP P os: 


3 

Vaginal delivery Persistent OP 6 $ 

possible 5 1 

Face to Pubis Z a | е 
و‎ 


Cs 3 


* (^O BREECH BREECH — High Risk of Gross 
Congenital Anomalies 

* Risk Factors) for Malpresentations | "67 

t. Ab® Pelvis 5. Multifetal Pregnancy (M) cause. Prematurity 


2. Multiparity 6. Polyhydraminos /Oligohydraminos © A$wks — a54 
© 3awks – 4-117 
3.Prematuvity 4. Fetal Malformation @ Term — 3% 


4 Placenta Ргаемід, 8. Uterine malformations Recurrence Risk of Breech- 107 


(FD v 657, on P/v : heel, feet not felt MD in PRIMI 


* Feet. close o buttocks 
- On Pv: Heel of the feet felt 
Din MULTI PARA * © Type of Breech 


GIROTE / FOOTLING BREECH <> since 


DOUBLE 
* Feet comes out 
* Hip and Knee joint partially Extended, p general : TRANSVERSE LIE 


* UMBILICAL CORD can fall out * Highest Risk of CORD PROLAPSE — in BREECH! INCOMPLETE 


* Least Risk of CORP PROLAPSE — in general : VERTEX 
C Presentation 
in BREECH : FRANK 


Frank Breech Complete Breech Footling Breech 


" 


INDICATIONS FOR C-S IN BREECH 


“CS is preferred 5 V.D is not Yr | V) STARGAZER Baby :Меск extended 


E: 1) FOoTLING BREECH 


+ Cervix Open (PARTIALLY) — Sem dilated 
- Buttocks 
- After coming — Head — can gek stuck — Suffer from HYPOXIA cause 
t. CEREBRAL PALSY 


2. DEATH - if Severe enough 
i) PRIMI € BREECH 
iv) Macrosomia (24kg) 
il) Previous CS © Breech 
v) Pre- Term (viable Breech) 
iii) HYDROCEPHALUS € BREECH 


L 


After C.S —? VP Shunt done 


Primi 34wks — Presents € BREECH 
+ 


“EXTERNAL CEPHALIC VERSION (ECV) 
* Tried in all non- cephalic presentation, ( eg: Transverse lie) provided requirements are met. 


“+ Requirements on Usa - * CONTRAINDICATIONS 


i) Frank and Complete Breech i) Footling viii) ACTIVE LABOUR 
й) Adequate Liquor Vi) OLigohydraminos 

ii) Membranes Intack lii) Ruptured Membrane 

i) SINGLETON Pregnancy iv) Twins / MULTI FETAL 

y) FuR - ( v)Previous C.S 

vi) VD possible vi) Fetal distress 

vii) Latent phase vii) Placenta praevia 


“If Requirements are met 
ak 38wks — f Weight 

t. Ideal Time ^ 36-31wks (not done < 

ak 35wks- Can REVERSE, Can go into PRETERM Labour 


2. Under continuous Fetal monitoring ~if fetal distress — REVERSION — Take for CS 
3. under TOCOLYSIS 
Requirements NOT met for Ecv — Indications for CS 
Y 
“ASSISTED BREECH VAGINAL DELIVERY 
(WLOUSET'E MANEUVER if arms are ExtenveD 
/2,PINARD's MANEUVER * if Legs are EXTENDED 


V— (MSV MANEUVER) 

* Baby deliveved by FLEXION * for after coming head 

"160° towards Maternal Abdomen * Spine anterior 

* for after coming head * Malar flexion and Shoulder traction 
“G.PRAGUE'S MANEUVER | ` 6.DUHRSEN's INCISION - 

` Baby Spine posterior /dorso posterior * à small incisions on Cervix 

* delivery extension of head * Q'o' clock and 10'0' clock 

* for after coming head * Only done for PRE-TERM Babies 


Delivery of aftercoming head, by PIPER'S (8. ZAVANELLI MANEUVER - 
Forceps + Babies body rests on PERINEAL 
Curve of Forceps * Last Resort ; baby pushed back 


and do CS 


THE BURNS-MARSHALL 
: MANEUVER * NA 
Delivery of arm Бу 


Loveset's 


maneuver 


assistant 
middie finger presses on 


lo 


PINARD's MANEUVER » Mauriceau-Smellie-Veit manouvre 


PIPERS FORCEPS 


ZAVANELLI MANEUVER 


* Siw Fully Extended Head 
D cause of Face presentation ——> ANENCEPHALY 
s/w PLATYPELLOID Pelvis 
* How [o differentiate bjw Face and Breech? ( àBony prominences + 4 opening) 
Face Breech 
№ o—>0—>0 

(Risk Factors. for FACE / GROW Presentation: Any which prevents FLEXION of Head 
t. Multiple tight loops of cord —— Extension 


2. Anterior Neck Mass - Eg: CYSTIC HYGROMA 


"In Face presentation = MENTO ANTERIOR. — Vaginal delivery possible 
1 
delivery by FLEXION) * MENTO POSTERIOR —> No Mechanism of V-D 


Mx: 
* If Mento- posterior in early (Latent Phase) Labour 
delivered by 
wail and Watch — Baby will Rotate to Mento -Anterior - Vaginal 
delivery 


"Shoulder. presentation : (2) cause of PREMATURITY 

+ ofw(PLATYPELLOID Pelvis ° (2) cause Transverse Ue. ak Term :PLACENTA PRAEVIA 
-Transverse lie (ae TERM — Mx: ЕСУ ( non- Cephalic presentation) 

“Transverse lie in LABOUR — V.D is not possible, So Mx by CS) 
NEGLECTED SHOULDER Presentation — 


* Prolapse of Hand “Older procedure - 1. DECAPITATION of HEAD of Baby 
* FHR Absent 2. EVISCERATION 

do C$ 
+ Fetal distress 


CORPORA CONDUPLICATA - double up manner Ye 
+ Pre-Term 

* Old лор (maceration) 

* Transverse Lie — V-D done 
[НЕШЕ ПИ ИНЕШ 
‘Requirements for Instrumental delivery 


F- Fully dilated Cervix 


(.CPD 


0- No OBSTRUCTION in path 
2. Contracted pelvis 


R- Ruptured membranes 
3. Hiv +ve (масо) 


C- Good Uterine Contractions 
4. Fetus k/c/o Coagulopathy 


5. Fetus k/c/o (OSTEOGENESIS IMPERFECTA) 


E- Engaged head ; Episiotomy ; Empty Bladder 


P- favourable Presentations 


* Instrumental delivery is done whenever we want to CUT SHORT 2™ Stage of LABOUR 


“INSTRUMENTS used 


Needs ERED 
Mother is GREED 


(Maternal Effort is NOT required) 


can be used in can be used in 
t. Heart ds patients 


2. Fetal distress (sh vacuum we will gradually 
raise pressure 


1. Pre- Term 
2. After coming head breech 
MENTO - ANTERIOR — 
MENTO - POSTERIOR 3. Face presentation: MENTO - ANTERIOR 


Full Dilatation of cervix is Full dilatation - preferred but not mandatory. 
MANDATORY Сап be applied 26cm 


©з. іп Non- Rotated Head can be applied in Non- Rotated Head, 


More Maternal Injury more Fetal injury 


Outlet — > +з —э @дисед „куз 2SiMPSON's — 5. TUCKER MeLane 
low — 2+a 

Midcavity —— b/w O and +2 | No longer used. 
High Forceps — Above О 


WRIGLEY'S - * Short forceps Socket in © Hand lower 


English lock oe 


* imer - Cephalic Curve 
+ upper border - Pelvic curve 


over 


Tucker-McLane 


* Sagittal Suture in AP diameter - Blades should be 

* Scalp Should be visible ak equidistant from Sagittal Suture 
INTROITUS 

* Can be used ih case of ROTATIONAL DEFECT «45" 
* Skull on the pelvic floor f Station >+3 | 
* Head on the perineum | 
КЕШАМО FORCEPS ^ 
*long * Sliding Lock 


* for Rotation 


VACUUM 
* modern - plastic Cstauistic) ‘BELL Shaped : (Mused cup € dia 5-1см 
* Gradual ^ in Pressure [o.a — 0:4 — 0-6 — 0-8 Kg/m* or 600mm м) 


* Cup applied ak a point [FLexton Point - 3em Anterior to Posterior Fontanelle or] 
бст Posterior te Anterior Fontanelle 


* (CORRECT Application’ — Perimeter of cup touches Post. fontanelle 


Vacuum extraction 


* Done only when head of fetus > + а Station 


* FORCEPS 


+3,+4, +5 station 
Y 4 
Low FORCEPS Outlet forceps Application 
Application + 
WRIGLEY'S FORCEPS 


+2 Station 


* When to Apply Outlet forceps? ( Pre- Requisites) 


- Fetal Scalp visible without separation of mother labia 


- Fetal Skull ak pelvic floor 

- Fetal Head at perineum 

- Since Fovceps cannot votate head of the felus — :. Sagittal Suture of fetus 
Should Це in ANTERO- POSTERIOR Direction ov Maximum deflection should be 


< 45° 
ed = OUTLET FORCEPS APPLICATION 
LOW FORCEPS APPLICATION А \ ! . 
4 1 7 * Direction of pull > Forward 
* Direction fo pull у А К N ) 
DOWNWARD S p upward and Forward. 
-. / К 
FORWARD M Lh. 
4 
UPWARD and FORWARD 
нє [ — vem — | 


CRITERIA : CRITERIA: 
AU. the criteria as forceps delivery 


F : Favourable position and station Except :— 
0: Os should be fully dilated ) + Vaccum & applied when cevvix is 
Cervix fully di > бом, dilated 


: Membranes should be Ruptured 
Head should be Rotated 


* vaccum can rotate head of Baby 


PRESSURE: 
Initial pressuve = О.а, Ка/ст? 
Maximum = 0-8 Kg/cm? 


: Uterus should be Contvyaching 

: Head should be Engaged 
Episiotomy should be given 
Bladder should be EMPTY 


: Pelvis adequate , No CPD 


TRACTION: 
PRIMI - à0Kq 
MULTI - 15 Kg 


CHIGINON : It is а, ae 
created. caput 
Succedaneum. 


APPLICATION : applied along 
Ocecpitomental diameter 


APPLICATION : 


* (Е is applied. in Such a, manner, centre of 
vaccum cup Should Ue at FLEXION 
POINT. 


Flexion point: U is a point on skull 

which Wes 3cm Anterior to 
Posterior Fontanelle and 6cm posterior lo 
Anterior Fontanelle 


* vaccum cup diameter = бем, 
* Distance b/w Rim of the cup and 
Anterior fontanelle = 3cm.9 Pai 


Avantages of Forceps: can be used in 


ж Pre-Teym deliveries 

* In Fetal distress 

* canbe used, tn all those presentation 
where vaginal delivery is possible > 


* Nok used in pre-Lexm deliveries 
ж Not used in Fetal distress 


i) vertex 
ii) Breech — After coming Head of Breech 
їй) Face > Menlo anterior 


INDICATIONS : 


* can be used 
* Not used іл after coming head in Breech 
* Nok used in FACE Presentation 


in vertex 


INDICATIONS : 
1. Maternal distress 
2, Prolonged. 2" Stage Labour 


1. Maternal distress 
2. Fetal distress 


3. Prolonged 2" stage Labour З.и. Heart disease pabonts/PIH 
а. In НедхЕ disease patients / PIH 


In Heart disease pts, Vacuum is preferred 

To cut shovt the 294 Stage Labour over forceps 
Y (Because Lithotomy position is not required 
к/а, Prophylactic use of Forceps in Vacuum) 


COMPLICATIONS : COMPLICATIONS : 
1. move maternal injury 9» more fetal injury 


Fetal Complications move common © forceps} Fetal compliatons move common £ vacuum 
= Facial nerve injury - Cephalhematoma 
* Brachial plexus injury = 6^ Nerve Injury 
7 Retinal injuries 
No. of attempts : No. of attempts : 
Maximum attempts = 3 Maximum attempts = 5 
1 Not delivering | delivering 


Failed Forceps Faited vastum 


4 
Management — Cesarean section Management — Сеѕатедп section 
CONTRAINDICATIONS : 


1. Mother % Hiv positive 

2. Fetus — known case of coagulopathy 

3. Osteogenesis imperfecta, 

4. Contracted pelvis / Cephalopelvic disproportion 


FORCEPS 
Rotate head of After coming head of 
used as an outlet forceps the baby 2 Breech 2 
ff ——————————1 
INDIA Worldwide KIELLAND Forceps PIPER Forceps 
WRIGLEY Forceps 1—1 
Primi Multi 
4 Y 
SAMPSON TUCKER MCLANE 
Forceps Forceps 


ForceP Application: since Fetal position during Labour , 9 positron is 
Left Occipite Transverse (Lot) / Left Oceipilo Атіехѓот ( (оя) 
1* Left Blade is Introduced. 


* But in case of ROT/ ROA — Right Blade is Inbvoduced, 45 
Parts of Forceps: MICE 


1. Cephalic curve — Accomodates Fetal Head ( 
2. Pelvic curve — Aligns € Bony pelvis 


forceps 
* to delivery ahead above 
+2 station. 


Wrigleys forceps Milne murrays forceps 
* Outdated forceps * Handle - small 
* Has a traction device * a short ,curved forceps 


(to delwer head above + 2 Station) 
Questions 
Q. Traction force vequived for forceps 
delivery бл Primigravide. is 
a.i5kg b-I8920K$  c.I5Kg 4.а5 ky 


G.Pre.vequisite fov outlet forceps application 
all except: 


а. Engaged Head b. Fully dilated cervix 

c. utevus contracting d: Stakion-O ov +4) 

Q. Fovceps delivery is done in all except 
Ment posterior b. Deep Transverse Arvest 


: Ч Manual Rotation f/b 
C.cection fovceps 


c.Rftev coming Head d. Maternal Heart disease 
ГА 


Prophylactic use 


Q.A forceps rotation of 30° from (Loa) 
to occiput antevioy (ол) = 
Extraction of the fetus from 
+2 Station is described as which 


type of forceps delivery 
а. Hugh forceps b. Mud forceps 
€-Uow'4oyceps. d. Outlet forceps 


Q.True statement about vacuum 
extraction of baby ( Pat) 


a.pressuye is maintained b/w 
SKa/cw* to $ kg/cm? 


“b. Done when cevuix & fully 


c. centre of cup should be placed 
Aem infront of posterior 
fontanelle 


“Gin anterior fontanele е 


mu» renia ir Pregrarcy emm 
TRON METABOLISM IN. PREGNANCY 


ж Total amount of Iron needed in pregnancy — 4000 mg 
ж Amount of iron needed by fetus — 300 mg 
ж Amourt of iron lost during pregnany —> 250 mg 
Daily vequirement of irm in pregnancy А6 тд/ day 
"Trimester wise : 18 trimester : 1-2 mg/day 
2" timester : 4-5 mg] day 
3rd-pimester : 6 mg/day 
ж Now since only 107 of diey won is absorbed , 
Soto fulfil Yequiremert of 4-6 mg/day 
Amount to be given in diet -> 40- 6Omg/day 
Impossible through diet alone 


Y 
Herce Iron Supplumertatisn is mandatory 
Tn ред палу 
ANEMIA MUKHT BHARAT PROGRAMME 


1 
э should be started from 4th month 


of pregnancy: 
Continued thoughout pregnancy 
(Ideally) but ot last for 1&0 days 
during pegnana) & 120 days after 
delivery 
? To "m Iron store 


* МС anemia in Inda. is Iron & FA daficiena anemia 
(Dimovphic Anemia) 
ANEMIA IN PREGNANCY 


al aa ANEMIA AED ANEMA 
dft Hemodilation dit other causes like Tron deficiency 


с ic 
mE E zr Ug FA nde e 
Hbi «1tqm/di 


ж Anemia in pregnancy is ———> Hb «11gm7 
ж Severe Anemia in pregnangj. 15 — Hb «3 gm. 
ж Very Sever. Anemia in pregnancy is НЬ< Aigmy- 


Trimester wise definition of anemia as per WHO & Aco& 


Ast Trimester : Hb 110/41 ‘Hematocrit <33/ 
2d Wmeder : Hb <105q/dl : Hematocrit 33-224 
zd Trimester : Hb «105 119/41 : Hematocrit <33 
Post partum : Hb «10g[d! : Hematocrit <30% 


IMPORTANT ONE LINERS 


i. MCC of Anemia in Pregnancy > Physiological anemia > IDA 
li МСС of Fitthological anemia in preg > TDA (Мсуосубс Hypochysmic) 
üi. TSt marker / Most sensitive marker of TDA > S fevritin 
(<30 = IDA 
30-40 = Borderline) 
iv. МСС of Megaloblastic anemia in pregnang > FA deficiency anemia 
V. Dose of FA in pregnant femal € megaloblastic anemia>1g /day 
Vi MC Anemia in pregnant femalo after Beritric Sugery Vit 812 dof- 
vil. Mc Indirect cause of maternal mortality in India > Anemia 
vii. MC Type of anemia in pregnang in under Fe XFA deficiency 


Anemia ( Dimorphic) 
Screening For Anemia in Pregnanaj 
1. Should be done in all pregnant females 


2.АЁ 1% antenatal visit & Repeated blw 24-4 wks 
3. By doing complete blood court 
TREATMENT OF I2۵ 
1. Oral Tron 
Therapeutic dose ‘- 2-3 tablets of Non /dowy 


Y 
Give till blood parameters become novmaÁ 
ж 1% blood parameters ^ after giving Gral lon — Reticulocyte 
Count start Tafter +days, Moro after 10 days 
ж Hb Increases after 3wks 
* Rabe of 1 of Hb: 0-4 to 19m/wk 


Т 
"Then put patient on maintainance dose 
€ Gomg C1tab) /day ‘thoughout prey + 
Problems of Oral Irm 180 days after dolivery 
i. Poor oral compliance 
it GT s[E 


iii It can't be used in pt 2 inflammatory Bowel diseases like 
Ulcerative colitis, Crohns disease 
№. Cant be used after bariatric surgery 
2. Parenteral Iron Cijv) 


i. Low molecular wt dextran 
ii. Tron Sucrose 


Advantage i: Not Dass quaeris 


ii. Lorge amo 
(100 mg IV) 

її. No ЄТ S/E 

iv. can be used in pts f TBD£ ofter Bariatric Surgery 


can be given in a single infusion 


CALCULATION OF DOSE OF PARENTERAL IRON 
Assume : «Blood volume =65m/ 
‘Hb tp be corrected uptill 14 gm 
ach gm of Hb : 33mg of Ire» 


Volume of drug tobe given = Above value — C 
where C is concentration of Trm/ml in that product 


Case D Suppose : GOKg pregnant female с Hbg 

No need of iron stores 

Using iron sucrose = 20mg Iron) ml 
> Hb deficit = 60x (14- €) 2.145 = #F2m9 of Tron 
Dose of iron inj needed (ml) = e = 326m 


V 


= NISH N U 2 
Q Suppose : Prespart fal с Hb 6 at 36 wks of pregrany 
WHAT (5 NEXT STEP 72 > Blood tansfusin 
ПТ олбу Blood tusks in Pregnanuj 
i. <34wks +Hb <Sgm7. 
i. Pregnancy 224 wks t Hb. < 97. 
ii. at Labor Hb <tqm/ . 
iv. Acute Hemorrhage in pregnancy Causing Hb «69m7- 
v- Any time if pt has heart failure С low Hb Gvels 


Case 


=>“ ی 
(Pathological) 1. Orthopnea, / Paroxysmal Nocturnal Dyspnea‏ 
Chest pain‏ .2 


3. Progressive breathlessness ( EXCERTIONAL) 


1. Systolic murmur 4. Loud Pa 
(> Grade 2) * (9 Heart ds + MITRAL STENOSIS 
5. Wide Split Sa 
a. Cyanosis / Clubbing 2) Congenital Heart ds in Pregnant : ASD 
6. Cardiomegaly 
3. CHE / Rhythm ABO + (VO congenital Valvular Heart ds : МУР 
Htà& MORTALITY (Poor Prognosis) 
507 Seen with 
t. Marfan's Syndrome € involvement of Aortic Root 
2. Coarctation of Aorta < Aortic Valve 
TERMINATION OF PREGNANCY 
B.EISSENMENGER'S Syndrome 
4. Severe. MS (valve area < 1-5 ст?) 
Severe AS (valve area, < Іст?) 
CONGENITAL LESIONS 
5.NVHA Grade 3/4 € боор outcome 


6.Ejection Fraction < 307 


In Case of Severe М5 — In Pregnancy * Valve Replacement Surgery - not done 


4 because 307. mortality 
Ideal 
4 * we Should do BALLOON VALVOTOMY > Q0wks 


They should undergo Valve Replacement 
Surgery prior conception 
i 


1. METALLIC ~- Lifelong Anticoagulant needed 


2.BIOPROSTHETIC - Replaced every lOyrs 


l 


l-l2wks : On HEPARIN- because Warfarin is TERATOGENIC : Warfarin &mbryopathu м 
CHONDRODISPLACIA PUNCTATA 


12-36wks: On WARFARIN - more potent and, because pahent is HIGH RISK 


>Bbwks upto onset of LABOUR : On HEPARIN don't want to give Warfarin Close to Labour 
IF given can cause bleeding in baby. 


Q. Felo Heart ds, Preg. woman on 
warfarin Rx goes into 
Pre- Term Labour. What next? 


Э should be delivered CS 


1. Women © Heart ds : VD té preferred 
2.CS is reserved fov Obstetric Indications 
3, Heart ds in which C$ is preferred 


a.Marfan's Aortic Root 

b. Coarctation € Aortic valve 

€. Severe AS/ Severe AR 

d. AORTIC DISSECTION 

€. Woman on Warfarin goes in Labour 
f. Refractory CHF 


4. 1Е Women © heart ds taken up for CS. 
Anesthesia given : EPIDURAL > NEURAXIAL 


exceptions above mentioned © — Ф in 
these Conditions we give G-A 


5. In М.р - Spontaneous >> Induction. 
(OL is мот €/1 


9. Preg. women € b/o baby € Warfarin embryopathy. 
that next? 


Ans: Avoid Warfarin in 4 * TM 


6. Preferred Analgesia even in Heart ds : 


EPIDURAL 


3. Restrict iv fluids ak 15ml /hr 


$. Restrict P/v exam 


4. Membranes Rupture — Prophylactic Ab for 
TE 


(Ampicillin + Gentamicin) 
AHA: V.D is nok an Indication for Prophylaxis 
of LE 
10. Cut short the 2"4 Stage ‘Forceps >> Vacuum 
п. Risk of СНЕ Highest ~ Immediate Post Partum 


as soon as woman delivers give ім FUROSEMIDE 


с/т h Heart ds > METHERGINE 


mu» [ialeles iv V yeqrarcy em 
Bi (Ins Resistance During Pregnancy X or UTI gna i 


Mainly Other Hormones Mc 
HPL ‘Estrogen at 24-28 US 
` Progesterone regni 
“Cortisol кре 
ж Fetus dependant on mother fr glucose Tequirement 
MOTHER 


Glucose | GLUTL Y@LUTS 
eer DIFFUSION 
FETUS 
ж In pregnancy there 6 -Fasting Hypoglycemia 


* Past prandial - Hyperglycemia 
d ERR resistance) 


ж Gilycosuria Is normal during pregnancy 
Ж Maternal insulin can not cross placenta... Insulin DOC fv 
treating Diabetes during Pregnany 
x Fetus start producing Insulin at 12 wks of Pregnancy 
sr 
Fetal Hiper glycemia. 
p cel of Pancreas of fetus > Hyperatrophy 


4. "нр of Fetus 24 Surfactant production 5. Л Birth 
Macrosomia. ^ ROS Neonatal Hypoglycemia 


HORMONE: Responsible Tor growth of fetus : INSULIN 
DIABETES IN PREGNANCY 


Diabetic female has Female was normog|ycemic 
ж before pregnancy 
OVERT DIABETS During pregnancy d/t 

Insulin Resistance 


Y 
Becomes betê 


X blood sugar (меб ^ fom x Blood Sugars levels of * after 
day 1 of pregnancy 24-28 wks of pregnancy 
УУУУ У МС, 


Ih diabetes > T ше” Sugar 
sn Т Free radicals 


roe Malformation 


ж Free radicals ave formed * Free radicals will be formed 
fiom pu 1 after 24-26 wks of pregnany 
^ chance of congenital. By this tima. organogenesis 
malformatian is complete 


No congenital Malformation 
Seen in babies of gestational 
Diabetes 
QVERT DIABETES 
“FBS 7126 mgldi 
-RBS z 200 mg/dl 
*HbAICZ 657 


* lest which predicts the chances of congenital. molfermation 
in babies of overt diqbetes mother 


Hb Atc 
«657. 6:5- 2.5 7. 7957 
v Y Y 
No Chance 57. 20/. 
ж Best test which detects csngenital matfsrmation in babies of 
Patet аш و‎ 


TIFFA/ Level 2 US6 at 16-20uks of pregnancy: 


ТЕРА should be done In gestational diabetic and 
К: diabetic pregnant female 
METHODS TOPREVENT CONGENITAL MALFORMATIONS 
1. By strict contol over glucose 


2. FA supplementation => 400m¢g/day 
Doc for treating overt diabetes 


All oral Hypoglycemic drugs are contraindicated 


* MC System involved in congenital malformation» CVS >CNS 

-MC Congenital anomaly Seen: VSD7 мтр 

* Most specific anomaly seen : Caudal Regression Syndrome / 

Sacral Agenesis (Rare) 

‘Most specific cardiovascular anomaly > TAA 

“MC cardiac anomaly Seen in babies of diabetic mother : VSP 

* MC Grdiovascwar Finding seen in babies of diabetic mother : Hoc 

‘Least common cardiovascular anomalies seen in babies of 
diabetic mother : TOF 


DIAGNOSIS OF GESTATIONAL AGE 


2step approach 1step approach 
by ACOG * Recommended by WHO 
(ADA & TADPS&) 
* Recommended by DIPSL 
Two STEP APPROACH cwm à 
-Recommended by ACOG ы = 
1% STEP: Screening Test : Glucose Challenge test Cac) 
Tima = 24-48 hrs 


No-fasting Required 
Method : gms glucose to patient 
thr 
CheckSugar Level 
Bar diis فا‎ > 18omg/dl 
Nothing Do Next step, re Diabetes confirmed 
Diagnostic step 
NOTE: 


-Aco& (2017) Recommends universal screening in all. pregnant: 
femal. irrespective of Risk -ficturs- 
-h low risk female —> GCT 
{ое done only once bjw 24-48 
-In High Risk male > &CT 
tobe допо at 48 antenatal visit Y repented at 24-25 wks 
High Risk Femaus 
* Obese female. 
30s 
` Previous hjo GDM 
Family h/o Diabetes 
“Previous blo congenital malfor mation in baby 


‘Previous bJo still birth in baby 

° Previous Мо of IUD in baby 

‘Previous h/o of > 3 Abertiens 

“Previous Но of macrosomia 

“Е present pregnancy she has any complication related to diabetes 

Eg : Polyhydramnios 
2nd STEP : Perform a Shr 1009m OST T(Gluase Tolerance Test) 
“Preparation: Over night fastirg 
(&-10 his) 
19 camp. = FBS Sample 


Give her 100gm of Glucose. Total 4 Samples 
2rd Sompo : 1hr PP 
3rd Sampla : 2hv РР 
4^ Sampa : 3hr PP 
Hany Zor more than 2 valuas ave abnormal Confirmed Diabetes 


How to decida мба 15 abnormal oy not 2 


Criteria tobe followed 
1 Carpenter & Couston Criteria 2. National Diabetes Data 


ren 
Fasting —> 25 тда! Чер Стам 
thr —>180 mg/d +10 For ітд , 1hr, Zhr 
2hr ——> 155 mg/dl +5 For 3. 


3hr —> 140 т/а 
Upper limit of nermal values in SIT T: Shr 100gm &ТТ(АОСа) 


arpenter & Custo National Diabetes datu group 
Criteria Criteria 
105 mg/dl 


190 тоја! 
165 mgldl 
145 maldl 


2. One step approach - Recommended by WHO 
No need of screening test 
Directly at 24-4? wks 3 ask the patient to do vernight fostn 
оь 


1% Sampl = FBS Sample 
2 45 qn m OGTT “Total Samples < 3 
m5 , (if me sr more than 
Give 45 A aal glucose one valua is 
V Gbnormal pt Is 
After ihv ——> 2M атро | said be diabetic) 
After 2by ——> 311 сатро. 
Са fx AME of GIT 


Fasting > 22 Мае : Unlike AOC&, who Yerommends test 


thy — — 180 
ги s ony in females with any Risk factor" 


NOWER DAYS : DIRSI CRITERIA — (following in India) 
-No fasting needed 


- Whenever female comes fo antenatal visit (Not pope 
24- 2€ ) 


respective of previous. meal 
Give зарп of Glucose 
After 2hys blood sugar level 


7120 7140 7200 


Y Y 
Glue intolerance Gestatimal DM Arrest Diabetes 
- This test hasto be done in all pregnant female 
MANAGEMENT OF DIABETES 


i&step : Diet — Sxercke 


For 2 wks 
Aimer nete qoa 


чаш by 2uks 
Start INSULIN (Doc) 


* DOC for beating Diabetes in pregnancy = INSULIN 
* During pregnancy Insulin dose is increased 
ж During Labor (бегі — Liquid diet /Nil oral) >Dose insulin v 
ж Oval Руродјусетісс are C/T during pregnancy 
V Because they can cross Placenta 
il) Because during pregnancy = strong drug is INSULIN 
(Diabetogenic state) 
2 oral hupoglycemics which Gre not C/T during pregnancy 
Con be used in Gestational Diabetes 


1 GLY BURIDIE 

Not teratogenic 
Dangerous SIE 
Lactic acidosis 


2. METFORMIN < 


Fetal survelance : Begins by 32-34 wks: If growth restriction is also 
Seen — 22 wks 
- Overt Diabetes + &DM Fatiert ст insulin 


Y 
Admit at Z4uks 
* Methods of Suyvellance + æ Daily Fetal Kick count 
* BiweeNy NST 
ж Weekly BPS 


ime of Delivery 

9 - GDM controlled on Diet :— 732v 

- &DM uncontrolled by Insulin > 2 
-Overt diabetes > 51 
- Mode of delivery > 
‘IF wt of fetus is 245g in diabetic fema 

Then go for cesarean section 

COMPLICATIONS OF DIABETES DURING PREGNANCY 


MATERNAL COMPLICATIONS 


^ кше Big Placenta. Hyperglycemia, of In Future 


Asymptomatic fetus {chances of 
Bacteremia, joa tp кА Diabetes 
Fi Poly нувати al M t after 
eni 
pram PROMS PROM delivery blu) 
Labor Preterm Labor 4712 wks of 


Molpreserkntise delivery 
э و‎ ш do &TT 


EETAL COMPLICATIONS 


1. Fetal Hyperglycemia => ‘insulin 
2. Meansomia 


Risk Factor : Мой Boby 


“Pot dated pregnancy 
* Diabetes in mother 
Which US& Farameter can dateck macroscmio > 
Abdominal circumfevence > 35cm > Macrosmia 


* Organ least affected by macrosomia : Brain 
Ж Management : Cesarean section is dore. 


wt of fetus >45kg Wt of fetus 75k In non 
in diabetic female diabetic fernalo. 
# During vaginal delivery macrosomia can lead tp 
> Shoulder Dystocla 


3. Shoulder Dystocia 
‘Delay in delivery of shoulder >41 тіп after dalivery of head 
‘Sudden pulling back of head towards perineum 


p 2 к/а TURTLE SKN 
i -Risk Factors for shoulder dystocia 
D = Maternal Diabetes 
O= Maternal Obesity | se 
Fetal obesity - Macrossmia. Г Shoulder 
Turtle sign P = Post dated Pregnancy Dystocia 
А = Anencephaly (Pseudo shoulder Dystoda) 
“Management : Shoulder Dystocia Drill 
HELPERR 
H = call for Help 
E = Give €pisiotomy 
L= Flex Legs (їе do мс Roberts Manauver) 
L» Later on abduction of Legs 


MC Robert's Maneuver 
-MC nerve injured during Mc Robert's 
maneuver Is : Lateral Femoral cut. № 
ps E^ Supropubic Ёш 
З Fundal pressure. is C/T 


E = Enter vagina~ Hold & Rotate Shoulder 
° forie corkscraw maneuver 


Rubin maneuver 


Woods Cork screw 
mareuver 


Woods maneuver. The hand is placed behind the posterior shoulder of the fetus. The shoulder is then rotated in a corkscrew manner so that the impacted anterior 
shoulder is released. 


£5 Woods Cork screw maneuver 


R= Remove posterior arm kla 
Зосдиќетоаг Maneuver (Barmun manauver) 
Deliver posterior arm of baby 


Y. 
Now it's on o sida Shoulder & and on 
another sida arm 


бани: MONM This helps in Shoulder dystocia 
R= Rotate patient to all А Limbs 
Gaskin /all A maneuver 
‘lost maneuver done ` 
Zananelli Manguver — push the head back into uterus T/b 
Cesarean cim 
* Destructive procedures which are not done (but can be done) 
1. Clidotomy > # Clavicle 
2. Symphostemu ~dividing pubic symphysis in mother 
NOTE : 
ж First maneuver in Shoulder dystæia is — Mc Roberts maneuver 
* MC maternal complication of shoulder dystocia : PPH 
ж MC Fetal complication of shoulder dystocia + Brachial plaxus injury 
* MC Bone injury d/t shoulder dystocia : Clavicle 


CN (е5 í 


“occurs at «20uks /<600 gms in wt = ABORTION (1) 
“occurs at >20wks />S00gms in wt = IUD of fetus (ТУ 
· сиб during delivery = STILL BIRTH C ^) 


dc 


> Diabetes +PIH 
Overt diabetes © 


vasculopathy 


[_Teveow erano | 
жап, preqnancy - undergoes HYPERPLASIA 

any visible growth in gland is pathological 
*^ in TBG — gland will in ^ Ts and Tẹ (Total) 

stimulus is ^ in HCG 

* Free Ty and Ta = ^ (but in Drange) 
* TSH V compared, to non-pregnant state buk stays € nD Range 
* Pregnancy is EUTHYROID STATE 


* (Ho) cause of 
-HASHIMOTOS THYROIDITIS 
in. Pregnancy 


HYPOTHYROIDISM can Cause 
I. Abortions 
2. Pre-Term Labour 
3. LBW Babies 


4. Pre -Eclampsia 


5. Abruption of Placenta 
6. Non - Reassur ing FHR 


if k/c/o Hypothyroidism pt is on x: amount 
of Thyroxine becomes pregnant then 
increase dose of Thyroxine by 50% 
lodine RDA in Pregnancy - 250 meg / day 
lodine excretion ед, in Pregnancy 

(42 cause of Hyperthyroidism 

" : GAVE'S Disease 


It TM - Propylthiouracil 
nd rd А 
ATM/Z'TM - Methimazole 
| POST PARTUM BLUES / DEPRESSION - 


° alt sudden fall of Estrogen and Progesterone 
| 
Responsible for 1% stimulus for INITIATION OF LACTATION) 


T. GESTATIONAL HYPERTENSION + 


1. ВР 2140/40mmHg on occasions - 4hrs apart 5, NO EVIDENCE of Proteinuria 
or END ORGAN Damage 


2. HIGH BP - beyond wks of GESTATION 4. BP return to @ cin lawks Post PARTUM 


(i 
l. BP 2140/40mmHg on à occasions - 4hrs apart 
( 2. HIGH BP - beyond 20wks of GESTATION 


5. с ELTHER ONE or BOTH - Proteinuria or END ORGAN Damage 


4. BP return to ® cin Iawks Post PARTUM 

(PROTEINURIA) * In 0.P.D — biPsTICK- +a 

Y dAhr Urine Protein Estimation = >0:39/ a+hr 

* Urine Protein : Creatinine Ratio : > 0-3 mg/mg 
END ORGAN DAMAGE - any of the following CRITERIA 
1. S. Creatinine >11 3, LIVER ENZYMES are more than Twice the ® value 
2. Platelet Count < 41 lakh 4. Pulmonary Edema 5. Cerebral / Visual Symptoms 
PRE-ECLAMPSIA MILD 

(SEVERE Criteria : Either one/eotH 1. BP > 160 / tto mm Н and/or 


2. END ORGAN DAMAGE 
CRITERIA which has been removed from SEVERE PRE-ECLAMPSIA 


1. Proteinuria. - 259 /a^hr 


21098 These are FINDINGS in PRE-ECLAMPSIA) 
3. OLIGURIA 

TVECUAMPSIAD: Pre-Eclampsia + Seizures 

@ 


t. High ВР even BEFORE Pregnancy 3. High BP even after I3wks POST PARTUM 
2. High B.P th 1* 20wks of Pregnancy 


1. ABSENT Vascular Remodelling T” PRIMI GRAVIDA ak I Exposure 


2. ALTERED Immune Response ——— To Paternal 
Antigen ^ Paternal Antigen; higher. will be Risk 


ед: TWIN PREGNANCY 
5. GENETIC - I* degree relative affected then Risk is HIGHER 


Trophoblast which forms virus - (ViLLOUS TROPHOBLAST 
“EXTRA VIULOUS / INVASIVE TROPHOBLAST 


Spiral Avtery - ENDOVASCULAR TROPHOBLAST) 
inte Decidua - INTERSTITIAL TROPHOBLAST - 


SPIRAL ARTERY боор 
“highly coiled ала ——> undergoes VASODILATION — ——* UTEROPLACENTAL 
CIRCULATION 
highly resistant bo Low Resistant * Resistant to Vasopressors 
“CELLS DOING VASCULAR REMODELLING 


1. EXTRA VILLOUS , INVASIVE , ENDOVASCULAR Trophoblast 
2. DECIDUAL NATURAL KILLER Cells : Controls the process 
Vascular Remodelling occurs in & Phases 
1* Phase -by là wks if ABSENT — 


A Phase - by loks 


high pressure low pressure 
reduced blood flow high blood flow 


placental villi 
(with syncytiotrophoblast layer) 


decidua 


extravillous trophoblast 


trophoblast giant cell 


myometrium 
spiral artery 


Blastocyst implantation 
Early cytotrophoblast 
Early syncytiotrophoblast 


eCTB 


Spiral 
arteries 


icTB 


Myometrium 


LPrevious o Pre-Eclampsia 6. Primi gravida 


2. Chronic HTN ¥ High BMI 

3. Renal ds 8. Twin Pregnancy 

4. Diabetes 4. Molar Pregnancy 

5. APLA Syndrome 10. Extremes of Age &Мүз or 240qrs 

“PROTECTIVE — Pre-Eclampsia has NEGATIVE а/о PLACENTA PRAEVIA 
1. Smoking 


Indication in (HIGH Risk Women) 
t. LOW DOSE ASPIRIN - $0-ISOmg , Started at lawks — continue throughout 
Pregnancy 
2. Са? supplementation 7 has role only in women who ave Cà" deficient 
pre-conceptionally 


(GOT : Ca?" Supplementation — to week RDA + 1200mg 
looomg (500mg BD) started at lawks 


"PREDICTION OF PRE-ECLAMPSIA 5 ка 


Solube Fms Like Tyrosine kinase-4 


S.Enq - Soluble Endoglin 
NTI -ANGIOGENIC Facto А 
t S.FLT-4 VEGF ~- Vascular Endothelial Growth Factor 
2. S.Eng 
PLGF ¬ Placental Growth Factor 
ANGIOGENIC Factors nue ee 
LVEGF АТА-АА ~ AutoAntibodies to Angiotensin 1 Type I Receptor 
2. PLGF 
Tx - Thromboxane 
Ros - Reate Oxygen Species 
ET - Endothelin 4 
Decreased WTERO-PLACENTAL Blood flow 
(‘small and Pale Placenta) — Placenta ischaemia 


Absent vascular REMODELLING 


} 


Release INFLAMMATORY MEDIATORS 


| 5s 
7 ANTI - АА 
^ Cytokines TT 


^ S.FLT-4 «— (1-2, TNE к) 


Y VEGF, PLGF 


Sed 


^ ROS,ET-4 е — — ENDOTHELIAL 


¥ NO Availability 
Y 


Y Renal Pressure , Natviuvesis 
Total Pevipheral Resistance 


ACTIVATION 


1% organ to ord KIDNEY 


HYPERTENSION !# Sign of Pre-Eclampsia END ORGAN DAMAGE 


On HPE: Glomerular Endotheliosis 


Glomerular Endotheliosis 


a oo 


Swelling of damaged endothelial cells, leads to partial closure of many of 
the capillary lumens (large arrows). Mitosis within an endothelial cell 
(small arrow) is a sign of cellular repair. 


PREDICTORS 
@т-1 т @PlaFr-4 © urinary ба excretion - 4 
@sena - ^ @vesr-+ © Uterine Artery Doppler Study 


"lkerine Arterg Doppler Study - ° мотсн”—> High Resistance Vessel 


Persistent Notching > 2200 (аа-аа) 


Prediction of preeclampsia 
(Uterine Doppler velocimetry) 


* Persistence of a Diastolic 
Notch in uterine artery 
waveform after 24 w 


ic Rx Of Pre-Eclampsia, : Remove the Placenta - TERMINATION OF PREGNANCY 
IMPENDING ECLAMPSIA 


C/e: 1. Headache and Dizziness - CEREBRAL HYPOXIA 
2. Epigastric pain f/b Nausea and vomiting 


3. Visual symptoms : Sudden onset of blurring /diplopia/ Scotomas/ 
Blindness 

BUNDNESS 4/6 

HYPERTENSIVE RETINOPATHY = KEITH WEGINER'S 


1. Retinal detachment Uassification 


2. Occipital lobe Hypoxia On Fundus Examination 
* papilloedema and Silver wiring 
Q.Primi 34 wks ,headache and blurring of vision x 4hrs. ФЕ BP 160/100 mm Hg, Protein - àt, 


FHR- (D . Next Step in Mx ? 


Ans: Prevent Seisuves + Anti - HTN. + Termination of Pregnancy 
* feature of Severe. Pre-Eclampsia ; IS of woman - ® BP 
* End Organ Damaged. — LIVER. . 9 Complication * ABRUPTION 
i 0 Sf MULTI GRAVIDA 
+ (Presentation + eriaasteic / (D upper quadrant pain 
: 9 present in 3" Tm 


DIAGNOSIS. 
1. Hemolysis - © On Р/5 - SuistocyTes , HELMET сец 


® 5. Total Bilirubin (unconjugated) = > à mq/dl 
2. Elevated Liver enzymes - © AST (SGOT) 23010 
3. Low Platelet count - © Platelet count < 1120 


(FINDINGS): Ол f Recurrence Risk - upto 1% (4-17) 
G vx ^ Mortality Rate - a% 


Other presentation similar to Pre-€clampsia 


REPLAY: O cose of Ne ie tare Pao 


= presents. in 3% тю Any of the following + AFLP 
* Pain 1. Hypoglycemia. 


* more Severe form of имек injury 2. Hepalo -Renal Syndrome - rising S. Creatinine) 


3. Evidence of COAGULATION FAILURE 


4. Pancreatitis 
HIGHER Mortality Rate. Confirmation of Dx by Post MORTEM (Liver Biopsy) 


“RISK FACTORS - 
Enzyme deficiency ^fw AFLP : LCHAD 
t. Pre-Eclampsia (Long Chain Hydroxy Acyl Dehydrogenase) 
2.Multifetal pregnancy If Fetus -Homozygous — Manifest 
3.Male fetus 


* presents in 5" тм as PRURITIS (Palms and Soles) Diagnostic Test : $. Bile acids 


* Hormone aw ESTROGEN 


* Genekic mutations : ABC B11 (nec B4) 
l INVESTIGATIONS 


L $.Total Bilirubin (conjugated Hyperbilirubinemia) - ^ (mildly) 


2. Liver findings = Aminotransferases -t y ALP - t 


Dangerous to Fetus Pre maturity —> (MOcause NEONATAL DEATH 
MAS (Meconium Aspiration Syndrome) 
Sudden IUD 

- Bile acids irritation and cause Pre- mature labour 

* Bile acids reach Fetal Gut —— Irritation —> Pass meconium 

* |UD is d/t ASPIRATION of THICK MECONIUM 

Rx: 1. URSODEOXYCHOLIC ACID = Mses Bile excretion 

Termination of Preqnanuy ak 31wks 
(o Hepatitis in Pregnanuy — HEPATITIS -B 


(MO Ak virat нератт in Pregnancy — HEPATITIS -E (Highest mortality Rate) 


1. STOPS the progression of ds. 


* Contvol BP These DONOT STOP 
PROGRESSION of 2. REVERSE the process 
* Mx of CONVULSIONS| disease 


3. Removal of Placenta. 
-This Rx CANNOT REVERSE the process 


4. Termination of Pregnancy 
-REDUCES Morbidity and Mortality Rates 


LIF BP persistently 2150 /too mmHg (but < 160/потм На) 
рос for Pre-Eclampsia 
LABETALOL 
HTN in Pregnancy| (х + А Blocker) 
2.1۴ B.P 2160/10 (Alc HTN in Pregnancy) 
i)DOC : iv LABETALOL, start с __!Omin; 40mg lOmin, вото —lOmin_, 80mg 
20mg iv if shill if stitt if stt 
elevated elevated elevated 


Maximum dose of LABETALOL given in a day = 300mg 
ii) Гу HYDRALAZINE : begin € 5mq INCREASE — , отд 


i) Nirepipine (Sustained Release ORAL Tab) 


M) iv NTG : given if Pulmonary Edema 
V) SODIUM NiTROPRUSSIDE : Drug of LAST RESORT (used in REFRACTORY HTN) 
гш, it cause CYANIDE TOXICITY 


SAFEST Anti- HYPERTENSIVE : METHYLDOPA > LABETALOL 
4 


* NoT given in Afc HTN in Pregnancy because > DELAY ih ONSET of Ackion 


* MILD ANTI-HYPERTENSIVE 


1. ACE Inhibitors 


2. ARB 
3. BETA - BLOCKER | can be given if there is a Cardiac tndication 


UTEROPLACENTAL INSUFFICIENCY further J 


4. DIURETICS 
INTRA- VASCULAR VOLUME ~ ф 


5. Diazoxipe - K* Channel ACTIVATOR 


Well — Termination of Pregnancy at 34 wks 


GESTATIONAL HTN 
Controlled 


2. MILD PRE-ECLAMPSIA VAGINAL Delivery PREFERRED 


3. SEVERE PRE-ECLAMPSIA - Well controlled —> Termination of Pregnancy ak 34wks 


VAGINAL Delivery PREFERRED 


1. IMPENDING ECLAMPSIA 4. FETAL DISTRESS / ABRUPTION 


2.ECLAmPSIA 5. Uncontrolled B-P 
(Eis д, LOW RESISTANCE VESSEL 


P 
(DOPPLER: is used for Fetal Well being. (VO used, vessel: is UMBILICAL ARTERY 


3. HELLP Syndrome 6. Rising S. Creatinine 


1. In UEero-placevikal insufficiency) — Blood Flow SYSTOLE > 6/5 Ratio М 
(ui) Blood flow DIASTOLE 


In (S) Pregnanaj as Poa ^ - S/p Ratio V 
S/pRatio 23 @ Aswks is MARKER of UPI 
MANAGEMENT OF 


Є 23^oks > ТОР by CS 


@ < 34wks > STEROIDS 
P 


Inj. DEXAMETHASONE 


Umbilical Artery Doppler 


NORmAL REDUCED 


* бта im 4doses làhrs apart 


for Lang maturity  T.0.P by CS 


Normal pregnancy Reduced end dastosc velocity Continue daily Fetal Monitoring 


(1. REDÊ): if Pregnancy 


< 3Rwks - Steroids > Monitor — ТОР 
Fetus by Cs 


2 3awks - T-0-P by CS 


Absent end diastolic velocity Reversed end diastolic vetocity 
AEDF REDF 


ECLAMPSIA ڪڪ‎ 
2 s ANTEPARTUM - IS Sei BEFORI 
Pre- Eclampsia + Seiures GTCS l Grand Ma ARTEL ам ere 
[n INTRAPARTUM- |* Seizure DURING LABOUR 


O CEREBRAL HYPOXIA 
® CEREBRAL EDEMA 77 POSTPARTUM ~ I* seizure sin 48hrs 


© 


Q. РЕ. on wheel chair - 8% wks Pregnancy - is Seizure @ home . Now presents £ Seizure. Mx ? 


Ans: Stabilize the position of patient — CIRCULATION : Check PR-I14/min 
BP- 160/110 mm Hg 


AIRWAY: Mouth gag ; Suction out any secretions 
0, by mask. 


= for prevention of Recurrence of Sei uve 


Inj MgS0q 1. Central action * NMDA Receptors ; Cerebral vasodilation 


2.Blocks Са?^ Channels in Periphery @ High doses 


з. NO Anti HTN Effect, So Separale drug given. DOC: LABETALOL 


Given every 4hvly till 24hrs after 
Loading dose After 4hrs , MAINTENANCE dose —> 


delivery (pr) 24hrs after Last seizure 
LOADING DOSE - 14g Lwhichever is LATER) 


iven as divided dose 
ie ФЛЕШ — Gg im i EACH BUTTER For iv — 20719504 


\ CED (Monitor He) For im — 502 Mgs 
MAINTENANCE DOSE 


Before Starting Check for mg" toxicity : 


Toxicity present if any one of the 3 following 
Give 54 507. Mg504 i-m 
1. Patellay Reflex @ 


[main Route of Mg?* excretion in urine] 
2. Resp. Rate = >1a/min 


So, OLIGURIA can cause М4 * toxicity 
3. Urine Output ~ 2100ml/4hrs 


Therapeutic levels of Ма? = 4-3 тед, If any of the 3 Parameters ABNORMAL 
4 


ABSENT DTR (Patellar Reflex Sluggish) = lOmeg Omit MgS04 and Send Blood 


Sample for S.ma?* tvls 
RESPIRATORY DISTRESS — 18 mea, 


RESPIRATORY ARREST ~ 16 мед, if elevated give ANTI DOTE 


CARDIAC SYMPTOMS ~ 20-25 meq loml of 107. iv Ca?* Gluconate 


(SPEOFIC TREATMENT): Т.о.Р by Vaginal delivery is PREFERRED provided if we can deliver 
her cin a4hrs of It Seizure or else — С-5 done under GA 


Preferred Anesthesia for CS th PRE-ECLAMPSIA : EPIDURAL ANESTHESIA 


Ð (Rx of ECLAMPSIA —> MgS04) 


(PROPHYLACTIC MgS04 given in 1. IMPENDING ECLAMPSIA 


2. HELLP Syndrome 


Mg$04 —> NEUROPROTECTION if anticipating delivery < 3àiuks (Pre- Term) 


Мд$04 (9 4 mea, or more —> TOCOLYTIC ACTION — So, not used d/t Toxicity 


Г келтн roe | —Á 
Husband Blood Grp ®ve ——> Sensitization : Feto-Maternal hemorrhage 
2 1. At the time of delivery - G0) 

Minimum amount thak 

can cause SENSITIZATION —.2. In 3° TM - а" (mo) 

k О.А мі, 
-It Pregnancy is not affected because 18 produces IgM Ab (these donot cross placenta) 
“For Sensitization : (CT [Indirect Coombs Test) done if Husbands Blood grp & Ove) 


7 If ICT Ove * * Not sensitised “IF we suspect FMH <lawks = dose ботсд 


* Prevent by giving Anti-D >lawks = 300mcg protect from 30ml of fetal blood. о 
Cgiven fov prophylaxis) 15ml of fetal RBC 


* if >30ml = KB Test. Calculate the dose of Anti- D 
“1F ICT ®ve: Sensitive ; no Role of Anti-D 
Türe Critical >1:16 Significant Fetal anemia, b cause Heart failure 
Test done : MCA Doppler [Peak Systolic Velocity) > 1-5 mom - Significant Anemia 


to know exact Hb 4— do CoRDOCENTESIS 
"ТЕ fetal НЬ 2 5q % - Hb HYDROPS FETALIS 


1. Pericardial Effusion 4. S/c Edema : Halo around the head — “BUDDHA Sign” 
2. Pleural Effusion Placentomegaly у Polyhydraminos 
3. Ascites 


* MO cause HYDROPS FETALIS — Rh iso immunisation 


+ (0) cause Non-lmmune HyDROPS FETALIS : CVS Abnormality 
S, 
lh Asians : K-Thalassemia 
viral infection: PARVO VIRUS B-14 


NOT SENSITISED 


For RhOve pt 
(SF invg : CTO, (ANC. Repeat ICT at авок —_, Give Anti D 
Husbands Blood дүр Swk ICTO (CT Ove 300mcg іт 
if Baby Bid Grp is Ove, give a"4 — 4... deliver and check if Babies Blood г 
Anti-D 300mcq is given im Group is Ove? 
Sin Aahes of delivery can be 
given upto 28days 
> |: IF ptis ЕМО, 
Husband Bid Grp ve; [ Titer «1:16 — Repeat — Deliver 
ICT х 4wkly 
IcT@ve at ав юк (<tte) 


Rh Ove do < L5 mom — f/u € MCA Doppler 
Husband Bld Grp (9 | MCA doppler a 
ICT O > 046 


21:5 mom — Significant Anemia 


“ 


Deliver <— if 234wk €—— Can cause Heart <34wk — Give Steroids 
failure So Al do usG 
Repeat — if Hb >97 
Cordocentesis Ps CORDOCENTESIS <— Anemia 


Intra Uterine Blood <— if Hb > 897 
Transfusion 


e 
mu» Jaundice lv Pregrarcy = 
* When the serum bilirubin exceeds Zmg 7. (Normal being 0.2-087) 
Visible. yellow Staining of the tissue. appear. 
* Incidence : In India is 1-4 per 1000 deliveries 
CAUSES QF JAOUNPICE DURING PREGNANCY 
Jaundice peculiar to the pregnant state 
ж Intrahepatic chdestasis (Obstetric hepatosis )- may be recurrent. 
ж Severe Pre-eclampsia , €dompsia, HELLP Syndrome- 
ж Aute Fatty Liver (acute. yellow atrophy of the liver) 
ж Severe hyperemesis gravidarum 
ж Cndotoxic shock : Disseminated Intravascular Coagulation (DIC) 
Jaundice unrelated to Pregnant state 
ж Viral hepatitis : Virus A-E,& 
ж Gall stu. : Obstructive Jaundice 
ж Drug induced : Tsoniazide, Phencthiazinzs 
x Hemolytic Jaundice : Mismatched blood transfusion 
Malaria 
Clostridium wel chii infection etc 


Jaundice when pregnancy is superimposed on chronic Liver disease 
ж Chronic. Hepatitis 
ж Cirrhosis, tumors 
VIRAL HEPATITIS 
i. Viral hepatitis commonest couse of Jaundice in pregnancy: 
ii. Six different types of highly contagious hepatitis virus have been 
identified - ach type has different clinical effect to the Pregnandy 


— - = | 


Mccof | мссо | MC of | мес of | | 


Epidemic in 


children 


ту 


TNCUBATION (DAYS) 


15-45 30-180 15-160 30-180 | 14-60 
Mean + 3O |Mean:eo20, Mean.50 Моол 6020 Mean: HO 


ONSET 


Aue — rsdosfAute Тео kedouj^uie Acute | 


AGE PREFERENCE 


Children | Young Adults Any age, Ату 
Young (Sexual f | but more (Sarto о-о) 


CLINICAL COURSE 
SEVERITY 


|н ed ed NEN 


FULMINANT 


poe саса ае ан 


PROGRESSION TO CHRONICITY 


н 
э) 
PROGNOSIS 
exellent ا‎ Moderate س‎ dia 
Debility е 
КОРУ A 
НВУ айт. Vaccine. 

n esi ont (none fox HB 
vaccine vaccine Carriers) 
THERAPY 
None — cInterferon Pegylated | Interferon 3 | Noma 

- Lamivudine | Interferon 

* Adgfovir plus 


° Pegylated | Ribavirin 
interferon 


HESAg & НМ HBV 


HBE Ag е 


NEONATAL. TRANSMISSION 


Rue | Sm | Sen | Sm | Sm | Seen | 
m» LTT lv Pregrarcy «== 


1. The MC infecting micvo-owgarirm : Esherichia coli (207) 
2. Asymptomatic Bacteriuria : Refers to persistent actively 
multiplying bacteria Tin Urinary tract IN women uho have 
по Symptoms. 


undam are identifed, because pyelonephritis develops in 
Some women С colony counts Of 20,000- 50,000 syganism/n] 
4 A singe ode of Asymptomatic Bacteriurian can cause 
4 rijs ln 25-407 Cases 
5. ACUTE PYELONEPHRITS CAN CAUSE 
à IUGR 
b) Preterm labor 
Q Anemia. 
d) î risk of PIH 
6. Cranberry fruit juice is known to prevent Yecurrerces of UTI. 
It prevents the adhesions of pillin of € coli to uvoepithelium- 
+ Nibofurantor) : DOC for prophylaxis of Recurrent UTI In pregnancy 


— Hepatitis В 


а 00-057. of еф Clears the infection & has full. Recovery 
b 17  dmeops Fulminant Hepatitis —> Massive hepatic Necrosis 
с 10-1574 becomes chronic X 107. of chronic Suffers fom chronic 
active hepatitis, cirrhosis & iod ur Carcinoma: 
d. Screening © done in oll pregnant w pears ) 
d during 34 trimester sk 
Cifv drug abuser, Sexual promisculty , 
бт бше, pt on hemodialusis ov having 
multiple sex portners-) 
e Transmitted by ° Percutaneous inoculation 
‚ Sexual. intercourse 
* Vertical transmission fom mother t» child: 
f. 207 of HBe Ag tve mother ; i ; 
107. of orti TA не mother [are EOE 
9. As per WHO Report, In Asia there is 20-407 chance of vertical 
tranemission In HBeAg negative mothers: 
h. When the women ave infected duri 
1 trimester : Neonatal infection 107- К all are 


2% trimester: Neonatal infecti 107 [ infected in 
Zd tyimester: Neonatal infection 207. J Perinatal period 
i- Most Infection occurs approximately at tha time of delivery & 
Gye not related to breast feeding 
J: Serum, saliva Ж semen are most infectious for Hep B transmission 
d B Ag Is present in ОЙ body secretions except Stods- 
k- The risk of chronic Hep B inf. in neonates who doesnot recieve 
immunoprophylaxis & vaccination is 407. 
{. To reduce perinatal transmission (transplacental) 
* Lamivudine (150mg/day from 34 wks) 
ж BIG 


m. MARKER FOR HEP. В 


і HBs Ag : ve In Acute ,chronc & Carrier state 
ї. HBe Ag : tve in Acute, Marker of infectivity 
ii. Anti HBs Ab : He in Immune stage 

iv. Anti НВг Ab : dendes low infectivity 


м Anti HBc Ab (IgM) : +w in acute stage 
vi. Anti HBc Ab CT96) : -tve In chronic stage 


MATERNAL & FETAL MORTALITY IN HEPATITIS 


a: Maternal : *Fatigue is the MC Symptom 
* Increased incidence of PPH, Hepatic coma, Renal 
Failure, Coagulopathy, infection & hepatorenal. 
syndyome. 
* Fulminant Hepatitis Is Seen € HEV >HCV>HAV Z 
mortality 15-2 7. 
b. Fetal : + Increased incidence of abortion, PL, TUD 
But no &CMF Seen- 
OBSTETRIC CHOLESTASIS 


Intahepatic Cholestasis of Pregnancy (JHCP) = Icterus gravidarum = 
Obstetric cholestasis = Cholestatic Jaundice of Pregnancy = Obstetric 
Hepatasis 
- 10-100 fold ^ in bileacids CCholic/daoxycholic acid) 
-Pruritis is Mc presenting feature 
-Onset : after Zowks of pregnancy 
- Serum bilirubin Rarely exceeds mad 
- Serum tronsaminase are normal to modarately elevated 
(Seldom exceeds 250U /L) 
-Biopsy : Centrilobular bile staining C bile plugs in canaliouls 
-Complicatisns > ж Preterm labor 
ж PPH, IUFD & MSAF (Meconium stained 
amniotic Fluid) 
-Recurrence ir» future pregnancy is very Commo: 


TREATMENT 
- Antihistamines & Gmollients 
- Vitamin K 
- Ursodaoxychoalic acid : DOC (фу pruvitis by ^ bile acid concentrati 
in blood. & it also improves biochemical abnormalities) 
-CORTICOSTEROIDS 
Dexamethasone (Dose of 12mg/d fr 1 week) 
L> improves biochemical. abnormalities | ~. Less effective 
Doesnot improve. pruritis than UDCA 
-Cholstyramina : -poor compliance 
“It may be effective in 50-307 of cases: 
* Causes 
Vit K deficlency Реко) coagulopathy + 
їпба стола hemorrhage & Stil) Birth- 
OBSTETRIC MANAGEMENT 
i. Pt's of THCP > ^ perinatal, mortality 
.. Fetal Surveillance done E Biweekly NST 
ii. Gnventional antepartum testing, doesnot predict fetal. 
mortality as there is Sudden death in cholestasis d/t acute hypoxia 
Hence delivery Recommended at 5+ - 28 wks- 
iii. In those. patients € Jaundice (<-bilirubin >18mg7/), termination 
of pregnancy Should be dore at 36 weeks 


INFECTIONS IN PREQNANCY 
- MC : CMV 
- Most teratogenic : Rubella 
- Mc time for Rubella transmission to fetus : 1% trimester 
(maximum 1-4 wks) 
Absent transmission’. beyond 20 weeks 
-Tn Rubella MC Single. defect which occurs : Sensorineural HL 
-Heart defects seen in Rubella : Patent ductus arteyiosus & 


Pulmsnary Artery Stenosis 
-After Rubella. vacina , Pregnancy C/I for 4 month 
-CMV Transmission : Can occur any trimester 
-Most severe infection occurs if transmission occurs in 2nd trimester 
-CMV transmissin can occurs during Vaginal Delivery & 
Breast. feeding also 
- Primary Infection — laods to 407 transmission 
-Recurrent Infection — laads to 0-2- 27. transmission 
-CMV Never loads to Heart defects in fetus 
-MC time for toxo pksma infection : 2" Trimester 
- Fetus 15 affected moximumy most severly if fetal infection 
occurs ir) 18 trimester 
- Triads af Toxoplasma Infection : Intracerebral Calcification 
Chorioretinitis 
Hydrocephalus 
- Treatment : SPIRAMYCIN 
L> Prevents fetal transmission 
Cnt preverk fetal infection if present: 
Spiramucin + Pyrimethamine & sulfonamide combination 
Ls To treat fetal infection & prevent further bansmksin 
DRUG. OF CHOICES 


77 
Bacterial Vaginosis | Metionidazole to pt only 15 trimester -Cindamycin 
пуал —bimethopim 
A o e AA EE 
Syphile “tyr »1g& | Benzathina pencillin 2-4 milion U. «m Single dose 
Benzathine pencillin 2-4 million U. im weeklyx 3 
hea. Inj. Ceftriaxone 125 mg im single dese or Tab 
Cefixime 400 mg singa dose ey їс). spectinomycin 
2gm i-m Single dose. 


Chlamydia, Azithromycin single dose or amoxicilin £00 mg 
TDS x days, 2^À choice - Erythromycin 
Group B Streptococci |  Pencillin, 2nd Best: Ampicillin . In pt. who are pencilin 
Yesistunt - Cefazolin 


Malaria- Prophylaxis Chloroquine 


Treatment Chieoquiro - Fer radical cure Premaguans. is advised 
after delivery 
Appendicitis ‘Immediate appendicectomy 
i Corservative management 

Notemination of pregnancy 
No myomectomy 

DRUG & TERATOGENICITY 

"leratogenicity 


Alcohol Fetal Alcohol Syndrome 
Pre & Post natal growth Restriction 
Facial abnormalities : Shortened palpebral fissures, 
Low set ears , Smooth philtrum, thinned upper lip 
& midfacial hypoplasia 
CNS de fects © Microcephaly, Mental Retardation & 
Behavioural Disorders 


Warfarin Fetal Warfarin syndrome 
Chordvodusphasia. punctata, €piphusanl stippling . 
Nasal Нуроріосіа, Optic atrophy & Micro cephaly 
Phenytoin Fetal Hudaritoin Syndrome 


Hypertelsrism, Broad nasal bridge. low set ears, hy pophstic 
nails & digitis 


Drug 
Sodium Valproate 


Diethyl Stilboestol 


T&obetincin 


ACE © 
Androgen & 


Dano20l 
Antineopbstic 


Agents 
Tetracyclines 
Cocaine 


` teratogenicity 


Fetal valproate Syndrome 
Brachycephaly € high forehead , hypertelovism small 
nose & mouth ,Shallow orbits, overlapping fingers etos 
Gnd hyperesnvex nails- 
Neural Tube defectas 
Vaginal. & cervical adenosis, dear cell adenocarcinoma, 
Uterine anomalies , Cryptorchidism & testicular 
hypoplasia, 
Cleft palate, NT dafects, Microcephaly, Deafness, Blindness 
Cardiac defects like atrial septal dofects & greot 
vessel defects 
Renal Tubular dysgenesis, Anuria, Oligohydiamnios 


Masculinisation of a mal. fètus- 

IU&R, Craniosynostesis , Micrognathia, Severe limb 
abnermalities- 

Discolouvation of Deciduous teeth: 


Microcephaly, Limb Reduction Defect & Genitourinary 
matformation d/t Cerebral. infarction: 


NOTE: CNS Anomaly (МТО) + CYS Anomaly + Facial defects 


4, 
Seen C use of Isotretinoin 


Food & Drug Administration (РОР) charted out categories fòr drugs, 
taking Into account the possible fetal advese effects 


Category A: 


Drugs which have no fetal risks as demonstrated by 
Well corrbolled studies in human 
y n x 


which have shown по misk in animal studies 
but human,studles does not exist, or also if any 


adverse effects have been seen in animal studies € no 
Such effects in wel controlled. human trials 


Жу which there are no studies eithor animal 
бү human бу drugs in which there are advese fetal 


effects 1n animal studies but no such data exists in 
ода 


: Drugs which have proven visks but their use is 
essential & benefits. outweighs the risks 


yenutoin 


E which are clearly teratogenic, & risk outweighs 
tha benefits — Hence should be avoided: 


Effect of Pregnancy on Epilepsy : 507% unchanged, 307 Incvease, 207 Decrease 


Epilepsy is the most common neurological disorder encountered in pregnancy 


The most common cause fov Epilepsy in Pregnant woman is IDIOPATHIC and, 
D/D's of Convulsions in pregnancy €clampsia. 


a. Cevebval vein Thrombosis 
b. Cerebral (nfarction 


HYPOGLYCEMIA / HYPONATREMIA/ HYPOCALCEMIA 


Risk of Congenital Anomalies is about 4 7. in EPILEPTIC Patients and there is 
4-57 Rusk of Epilepsy in the child if parents ave affected. 


Alt Anticonvulsant drugs ave associated with Congenital Anomalies 
(6% — one drug , 15 7. - Two ov more drugs) 


* LEVETIRACETAM IS SAFEST DRUG IN PREGNANCY 
* NO CONTRAINDICATION FOR BREASTFEEDING 


* AL women on anticonvulsants should take folic acid : 4mg/day for lawks 
preconception and, throughout pregnancy. 


* PRENATAL SCREENING : MSAFP + Level Ti USG (Watch for neural tube defects) 
* THERAPEUTIC DRUG MONITORING : 


* Vitamin К. 1omg/day orally from 36wks onward to prevent hemorrhagic 
disease of Newborn 


- Higher dose of Estyogen vequived in OCPs if patient is on PHENYTOIN, 


PHENOBARBITONE and CARBAMAZEPINE. 


PNEUMONIA 


1. Many bacteria that cause COMMUNITY- ACQUIRED PNEUMONIA, Such as 


STREPTOCOCCUS PNEUMONIA, aye part of the normal resident flova. 


2.A number of factors can upset the symbiotic relationship between 
colonizing bacteria and mucosal phagocytic defenses. Examples include 
acquisition of a virulent and invasive strain ov bacterial infection 
following a viral infection. 

3. Cigavette Smoking and chronic bronchitis favour colonization with 
S.pneumoniae, Hemophilus influenzae and Legionella 

4. Other Risk factors include ASTHMA, BINGE DRINKING, SMOKING and 
HIV INFECTION. 


FACTORS THAT INCREASE THE RISK OF DEATH oy COMPLICATIONS WITH 
COMMUNITY ACQUIRED PNEUMONIA : 


1. CO-EXISTING CHRONIC CONDITIONS 
2. CLINICAL FINDINGS: Respivatory Rate > 30min, HYPOTENSION , Pulse 2 125 bpm. 
HYPOTHERMIA(<35°C) , TEMPERATURE >40c, 


ALTERED MENTAL STATUS and EXTRAPULMONARY Disease 


3. LABORATORY FINDINGS : LEUKOPENIA (< 4000/ML) от 
Leucocy tosis ( >30,000/pL) 


+ p02 < 60mm На or CO, Retention while breathing тоот aiy, 


* Elevated Serum Creatinine * ANEMIA 


* EVIDENCE of Sepsis oy Organ dysfunction such as ACIDOSIS ov 
COAGULOPATHY 


4. RADIOLOGICAL FINDINGS : Move than one- Lobe involvement ,cavitation ov 
pleural effusion 


а. ANTI-MICROBIAL Treatment is EMPIRICAL. Because the majority of adult 
pneumonias are caused by PNEUMOCOCCI, MYCOPLASMA ov CHLAMYDIA; 
therapy with ERYTHROMYCIN от one of its newer analogs is given. 


b. In whom Staphylococcal от Hemophilus pneumonia, is suspected, 
CEFOTAXIME оу CEFTRIAXONE is given in addition о ERYTHROMYCIN 
Therapy. 


Clinical Stages of Asthma: 


[mee [s [ко [т ИСТС 


Mild Respivalovy alkalosis}! Nov mal Y T 

Respivalovy alkalosis Y Y t 

Danger zone Y Novmal Normal 
i idosi Y Y Y 


STEP THERAPY OF CHRONIC ASTHMA DURING PREGNANCY : 


MILD INTERMITTENT : Inhaled (i. ils - Salbutamol , Meloproterenol, 
\soprotevenol, Salmetrol 


MILD PERSISTENT : Inhaled [а - agonists as above 


Inhaled CROMOLYN - Continue if taking prior to pregnancy 
with good vesponse 


Substitute inhaled Corticosteroids if no response = 
BECLOMETHASONE, BUDESONIDE, TRIAMCINOLONE 


MODERATE PERSISTANT : Inhaled [2 - agonists as above 
Inhaled. Corticostevoids as above , add oval theophylline 


and/or inhaled Salmeterol if inhaled medium-dose 
stevotds inadequate. 


GENERAL SURGERY DURING PREGNANCY : 


a. 2" Teimester is the Safest time for sarge as the visks of 
teralogenesis , miscarriage and pre-term delivery ave lowest. 


b. Emergency Surgery has to be done at any time during pregnancy 


с. Operation should be done preferably by a senior Surgeon, an expert 
anesthesist with obstetrician 


d. Post operative pain velief , tocolytics and injectable progesterone ате 
very helpful. 


1. EFFECTS OF FIBROIDS ON PREGNANCY : 


а. Recuyvent. abortions 


b. impacted posterior fibroid can lead to vetvoverted gravid uterus and, 


urinary retention 
c. Malpvesentakions 
d. Pre - Tevm Labour 


€. IUGR 


g. Cervical dystocia 


f. Prolonged Labor / obstructed labour j. Increased Risk of 


2. EFFECTS OF PREGNANCY ON FIBROIDS 


a.Red degeneration 
b. Increase in size 
C. Torsion 


d. Dysfunctional labour 


h. Abvuption 
i. Atonic PPH 
Obstetric Hysterectomy 
e. PPH 
f. APH 


g. Placenta Previa 
h. Malpresentations 


RED DEGENERATION (also known as CARNEOUS DEGENERATION) 


i. Occurs because fibroid overgrows its blood supply (micro necro thrombosis) 


ii. Most commonly occurs in ard тм of pregnancy followed by in the 


puerperium 


iii. Cuk section: RAW BEEFY Appearance , Fishy odouy 


iv, Patients presents with acute abdomen, vomiting, fever and leukocylosis 


v. D/D : Acute Appendicitis, Puelonephritis and Abruption. 


MANAGEMENT 


a. Always conservative management (never Surgery) 
b. Hospitalization с. Bed vest d. Analgesics е. iv fluids 


f. iv. Antibiotics (sos) 


|. M/s examination : If we see clear fluid Coming out from the OS. 
+ PPROM - Preterm PROM if it occurs < 37 wks. 


(E) FERNING ^ Normally in Pregnancy; if we make Smear from vaginal. secretion -> NO FERNING 


Mo Leakage of Fluid — FERNING © 


JUSA оиаонурвамімоѕ 
JDE TEST Э Put dye in AF 


“Whenever Rupture of membrane * Ф Risk of infections (intra Uterine Infection) 
4 
aka CHORIOAMNIONITIS —> T-0-P 


if > 34wks if <34wks Not given in 
4 ~? kfefo CHORIOAMNIONITIS 
TOP + Antibiotics + Look for Infections Steroids for Lung maturation 
4 + 
Induction Of Labour (tov) Routine Antibiotics 
+ 


Look for Infections 


after attaining lung maturity + T-0-P (101) 


TREATMENT 
ص ڪڪ‎ | 
TRUE LABOUR PAIN: “FALSE LABOR PAIN. 


* Stage of Labour 
*Rest * Sedation 
18 stage : from ONSET of TRUE LABOR pains 
to full Cervical dilatation 


24 Stage from full dilatation to ExPULSION of FETUS 
WHO PARTOGRAM 


(GYETAGE)— LATENT PHASE : 0-5cm of Cervical dilatation [Aco&) 
Latent : 0-3cm 


м ACTIVE PHASE * >бот of Cervical dilatation [acoc] Active : > 4em 


LATENT PHASE 


[жем | Adequate REST and SEDATION 
(so that she is not exhausted) 
i 


Augmentation of Labour 
(^ Intensi ty , Frequency and Duration) 


OXYTOCIN How? 
(Preferred) б Бий Ый 
HYPERSTIMULATION (rr a y Giving ——> ARM— л es 
OF UTERUS 4 MISOPROSTOL eferr 


(Ра €, Analogue) Releases PGE 


9. РЕ ih Labour; Bam - Dilatation 4em, 80% Effaced , Memb. © . Other things (R) 


Spm - 7 am, 807 » ә „what Next? 


D 


Ans: (t is TRUE LABOUR , [56 Stage - LATENT. So, advice REST and SEDATION. 
iiia be dad 


¥ 
Inj. PETHIDINE + PRENERGAN 
v 


New Labour Analgesia —> EPIDURAL , Tip , BUPIVACAINE 


_ — a 
â 4st sign = ROBERT SN : < Presence of gasin great vessels of fetus 
* Becomes +ve at 12-24 wks of fetal 
death 
274 sign = SPALDING SIGN: * Overlapping of cranial. bas of 
fetus 


` Becomes positive within a wks of 
Fetal doath 


3. Neonatal Complications 


— Hypoglycemia V Kt Hypervis cosity 
{40mgidl) ү Gt Syndrome 

i U 
Ш indui Uer Polucythemia, + 


GNE wem 


ж Best test for assessing Lung maturity in fetus of diabetic mother 
 Phosphatidy! Gilycero) 
Overall for assessing 


maturity in fetus Present in Absent in 


Amniotic fud = Amniotic Aid 


Y 4 
Lungs matured Lungs not ma 
Q Tocolytics C/T In Diabetic без 
B-agonist — Кї бм. 
Tsosuxprine 
Tertabutalina 
Salbutamol 
Q Tecolytics of choice. in Diabetic patient > Nifedipine 
© All ave seen in getational diabetes except 
AMS, в) Previous macrosomic Бару б Molfoymation 


von? — p) Obesity d) Polyhydamnios 

Q The MC congenital anomaly seen in pregnancy € diabetes is 
paws 0) Multicystic Kidney val Tube defects 
o” 09 Oesophageal atresia 8) Duodenal atresia 


9 MC congenital matfmation in diatetic pregnant woman 
yes amongst following àv 


Ад «У Caxdioc. defect © Liver defects 
® Renal defect d) Lung defects 
Q Bet test foy fetal matuvity in a diabetic mother is, 
NS а) US Ratio © Phosphatidyl! choline 


Apr b) Lecithin - Cephalin Ratio WPhosphatidy! glycerol 
$ what should be the time of termination of pregnancy ofa female 
" with Insulin dependant diabetes 
NUUS @Aowks O 3? uke 
b) 38 wks d) 24 wks 


&DM (diet) : BOwks to 40 +6days 
GDM CInsulin) : 20 wks to Mwks t 6day 
Overt diabetes : 34 wks to Stwks + Gdays 


(QGnRH Pituitary: Фін Sex. Steroid 
HYPOTHALAMUS — — Gonadotrophins бтн.” Ovary — ? Hormones ——? Act on End 


۵ Estrogen and Organs 
аа © — e e Progesterone 


E,- ESTRONE - Post menopausal 
7 Cig , Naturally occuring 
Eq” ESTRADIOL- Reproductive phase 


€5- ESTRIOL ~ Pregnancy х 
“SYNTHETIC ESTROGENS - OCP's 


* Ethingl Estradiol (ЕЕ) present in Combined oc? (Е+Р) . High dose - 2 50mq €€ 
( но longer used) 


* Most among all: EE > CEE >E, >Е,>Е; 
2. Low dose - 30-35 mq EE 
* CEE ( Conjugated Equine Estrogen): dose 0.625mg 
3.Very Low dose - £ 20 meg E 


Lower possible - lomcg EE 

tin Adipose 
* from Androgens: Androstenedione —— E, 

tissue 
* AROMATASE : Terminal Eng in form” of Estrogen . ( obesity Linked to cancers — E,) 
V 

Aromatase Inhibitors : -Hypoestvogenic State ° given for pathologies which are © dependent j 
but never 1° Line drugs - not well tolerated. 


LH acts on FSH acts on 
* from GRANULOSA cells of follicles Theca cell GRANULOSA cell 
Interna 


* à cell - à gonadotrophin hormone theory 
produces Androstenedione —9 ESTRONE 
Acells- Theca cell and Granulosa cell | / 


* 24 Source- Corpus LUTEUM Testosterone ——> Estradiol (Ег) 


: Placenta, DHEAS. Placenta lacks (7 « Hydroxylase /Sulphatase 


* V7. Free -Binds SEX Hormone Binding Globulin (mainly) ; also binds £ ALBUMIN. Not c CBG 
(€86- Cortisol Binding Globulin) 


* End pdt of metabolism : GLUCURONIDES 
G excreted in urine (Sulphonides) 


* INTRA- NUCLEAR SITE of ACTION: INTRA- NUCLEAR. 


* growth of Smooth muscle. —> FIBROIDS 


СЮ. оп Conlinous exposure /excess —> MALIGNANCY 
eg: Endometrial Hyperplasia 


Endometrial Cancer mucous keeps on Stretching 
7 
[Copious , Thin, Watery, SPINNBARKEIT, Ferning > d/t Е + ^ Мад, 


+ App. on Dg of the cycle and Disappears by Dig (0, - I% day of LMP) 
* Permeable to sperms 


Vaginal smear Cytology > 


Pavabasal cells — IMMATURE Cell 
+ 
intermediate cells 
Y 

Superficial cells — Mature ; Pink € 
pyknotic Small nucleus 
Contains SECRETIONS 

* predominant © ; predominant 

Superficial cells 


` can be used as test of ovulation 


* Ovarian tumor - f Pink cells - Estrogen * Parabasal cells / Basal cells - 5/1 Post menopause 
=> GRANULOSA CELLS 


Pregnancy: 0/40/10 Post menopausal 
Post delivery 100/0/0 ; 40 /ло Jo 
Secretory phase 0/30/30 Pre- pubertal 


* Estrogen causes SALT and WATER Retention 


Cholesterol - THDL, LOL, TEI * TOTAL CHOLESTEROL" YY ( CARDIOPROTECTIVE 


Stroke | © & Yr 


CAD 


Post menopausal Osteoporosis : DOC - BISPHOSPHONATES 
Precocious Puberty : Final height short 4/ will cause closure of Epiphysis 
S. Ca” level - decrease 
: = PUCTULAR Development 
2. PROGESTOGENS 
* Natural Progesterone * Са Synthetic Progestins : > Androgenic S/E 
EE NOR ETHINDRONE 
sa" Gen: LNG (Levonorgestrel) : Lesser S/E Effect on LIPID profile 
improves. 
CX Gen: Gestodene, Desogestrel , Novgestinate 


+4 бел: ANTI-ANDROGENIC Action - Spironolactone derivatives 
DIENOGEST 


* OCP's Generation depends on (P) component D used > z" Gen: DEsomesTREL 
(its a derivative of Etonogestrel) 


Spironolactone derivatives : DROSIPIRENONE 


' Corpus luteum — formed by process called LUTENIZATION OF GRANULOSA CELLS 


FSH Estrogen LLH > ° Responsible for Steroidogenesis ) 
\ Granulosa 7 + Maintains Corpus luteum 


/^ «c 7 Progesterone 
LH I (Э Receptor appear in the Late Proliferative Phase 
Has Receptors for Bolh LH and FSH 


* Main hormone produced by Corpus luteum Ё PROGESTERONE but also pd ESTROGEN; also pd 
INHIBIN А; RELAXIN 


% FSH —> INHIBIN-B - Source of Granulosa cell follicle 


‘ay free * Mainly binds to Albumin and also € CBG ° doesnot bind lb SBA 


* End pdt of Metabolism: PREGNANEDIOL 


‘INTRACYTOPLASMIC. Site of Action: INTRA NUCLEAR. 


i)ENDoOmMETRIUM: Stops proliferation, Secretory changes . 
UTERUS : Indirect Role 


If Continuous Progesterone to women 
— ATROPHY of Endometrium 


So, Rx of Endometrial Hyperplasia = Progesterone given 


iii) CERVIX Mucus? Continuously 


Seanty, Thick, viscous, TACK Phenomenomenon 
NO Spinnbarkeit, NO Ferning | -mucous breaks. 


Impermeable to sperms 
iv) FALLOPIAN TUBE : ¥ motility , ^ secretions 

So POP - R/F for ECTOPIC Pregnancy 
У) VAGINA : * predominant (B , predominant INTERMEDIATE CELLS. 

Progesterone Causes EXCRETION Of SALT and WATER 
S 
VHDL, ^ LDL 

* NO EFFECT on Coagulation Profile and Bones 


vi) BREAST TISSUE : GLANDULAR development 


t BILLING's Method - Cervical mucus ; Natural method 
Basal Body 
(2. SYMPTOTHERMAL Method- Natural method > Based on: Cervix mucus + Temperature 


4 
"Least Failure Rate (Most Effective) - among natural method under effect of 
Progesterone BBT 
PERLOVULATORY Phase -© Туре - Fertile will * by 0-5"F 


* Hormonal methods of Contraception — Main Mech of Action : Inhibition of Ovulation 
Contraceptive Methods don't act by INHIBITION OF OVULATION 
ا‎ S ARR A RAR 


(X MINIPILL. - MOA: Altevation of cervical mucus 


= inhibits Fertilization and Implantation 


ELS - ORMILOXIFENE (SERM) -Brand name: CHHAYA 
Non- Stevoidal 


Contraceplive Method) moa: Inhibition of Implantation 


MIRENA - Hormonal 10р (LNG): under dhe effect of Progesterone - Impermeable for 
micro organism —> 4 Risk of PID 


VAGINA : Embryology > DUAL development: upper ¥2"4- Mullerian duds MESODERMAL 


Vaginal mucosa, - ENDODERM Lower */3°4- urogenital sinus - ENDODERM 
(sino vaginal Bulb) 
* Lining Epithelium: Stratified Squamous Epithelium 
Secretions — (€ ,Aupic , NO Glands 
4 
Main Source: Cervical glands — Alkaline _, LACTOBACILLUS 
Secretions aka DODERLEIN's 
Bacilli 
Secrebions: ACIDIC d 
@pu: 3-45 < Acts on GLYCOGEN 


‘If Estrogen - Absent > pH > 4.5 5/1 POST MENOPAUSAL WOMEN and 
in PRE- PUBERTAL GIRLS/during MENSES : pH 6'5 -3-5 


‘if Lactobacilli - ABSENT 5 pH > 45 BACTERIAL VAGINOSIS 
-in Pregnancy (pk = 4 5 in Newborn girl (ри = 5.5 - 6 
5 \mmuno compromised 
* ACIDIC Vaginal pH - protects from Infections . DM 

РД 
If pH changes: CANDIDA present ; AS COMMENSA Overgrows Cause CANDIDIASIS 


* VULVOVAGINAL CANDIDIASIS = not an STD - So No NEED for Partner Rx. 


ema MAN TABLETS Lp Vulvovaginal Candidiasis 


Progesterone will act only on Estrogen primed Endometrium 


4** Half of Menstrual Суйе: ESTROGEN - predominant hormone 
^^ Walp of Menstrual Суйе? PROGESTERONE - predominant hormone 


if Thick — Estrogen Primed 


ENDOMETRIAL THICKNESS © 
if Thin - Not primed 


Q. 36r old ; Bleeding Av x 16 days j ИРТ - Negative , Endometrium - Thin. Whak next ? 


Rx: 45" give ESTROGEN : temporarily stops bleeding by proliferation > then Replace © 
Progesterone 


Q. 38 yr old women ; no bleeding for past 2 months Camenorrhoes) ,uPt Negative , Endometrium 
will be Thick 


Rx: Give Progesterone — Оп withdrawal will starts bleed but not heavily 


————— HP 


е" © High amt 
(5/6 — 9 on Gran (E) peru o T~ үн | NEURO ENDOCRINAL 
low/ Hig Phenomena 

We amount KO 

‘an in low amount 

Сө“ 
© tu/esu 

Хе 7 So, V INHIBIN B,ESTROGEN —* No Feedback on FSH levels t 


in low amount 
InhibinB/ Fsh maintained 
* Post menopausal Las age? , Follies) Ovary (& Estrogen ak LOW levels 


* TESTOSTERONE 
* Main Source * 507 -Peripheral Conversion of ANDROSTENEDIONE 


254- Adrenal gland ; 25 7 - Ovary 


OVARy — THECA EXTERNA “DHEA S (sulphate) - only in Adrenal gland. 
s 
Highest amount of which Androgen: Androstenedione > DHEA > Testosterone 
5 x Reductase 


° TESTOSTERONE + DIHYDRO TESTOSTERONE — Not produced by OVARY 


NS C Аме, form) 
| Bound form in: 
Females - |7 ау free th Males 


higher affinity 
Binds = SHBG /Albumin 
* Testosterone © و‎ Synthesis of SHBG. End produck - KETOSTEROIDS/ OXOSTEROID 
* Receptor - location INTRACYTOPLASMIC 


* gene for Androgen Receptor located — on Long arm of ' X Chromosome. 


* EFFECTS TBG produced by SERTOLI CELLS 
rara 


i) Pubic and Axillary hair - Androgens TESTOSTERONE released by LEYDIG CEUs 


ii) Control of ивіро (Sexual drive) * For follicular development - Estrogenic 


environment 
ü) Spermatogenesis: Intratesticular levels 
of Testosterone is HIGH * ANDROGEN EXCESS - follicular development 


arrest 
* Main Hormone required for FSH + TESTOSTERONE 
SPERMATOGENESIS 4 


Initiation of Spermatogenesis 
(PIFOITARY - Gonadotropins (LH + FSH) produced from Anterior Pituitary released in 
Pulsatile manner 5 Protein hormones ; Receptors - MEMBRANE Bound 


* FSH Receptor — GRANULOSA Cells / sertou Cells 


* LH Receptor < THECA Cells , GRANULOSA Cells ——? LATE - PROLIFERATIVE PHASE 


LEYDIG Cells 


* A2 : FSH- 3-4hrs j LH - 30min 1. Selection of Соновт of Follicles 


2. Selection and growth Of DOMINANT follicle 
| LH Functions -— 3.Funal Rupture of follicle for releasing 


dhe ovum is done by FSH ( Collagen breakdown) 


7 every month C-L undergoes LUTEOLYSIS : FIXED LIFE SPAN -14 days 


= LUTEAL PHASE : begins = onset of LH Surge ( 14 day- Constant). Eq: 40day cycle 
40-14 = 26 


So, ovulation occurs on 26!" day. 
- р-нс: RESCUES СА from Luteolysis 


OVULATION) y Time gap: 24 - S6brs 


36hrs ns 
' LH surge — —— — Ovulation * LH Peak — — —2 Ovulation 


*For LH Surge require ESTROGEN ((Minmum Req.= A00pq for atleast 48hrs) 
Highest = 40099 
< Maintenance of LH surge = Ф) + € 


Low levels 9, LH Surge 


“When does Progesterone production begin ? - Before Ovulation- onset of LU Surge 


4 
Lutenisation of 
Granulosa cells 


* Before Ovulation: LHT , FSH 


о 14 28 day 


@ when do you see peak activity of C-L ? > 8 days Post ovulation ( Life span = l4days) 


* GnRH - from Arcuake Nucleus. ‘Neurons - derived from OLFACTORY PLACODE 
P. Travel along Olfactory Nr 
" 


NEURONAL MIGRATION” 


-X Linked Recessive ; M>F 
- Absent Neurol migration - no GnRH + ANOSMIA 


* HP axis - dormant before PUBERTY. Pulsatile GnRH Release Starts ak PUBERTY. 


V GABA - Inhibitory NT - Dormant 
^ KISSPEPTIN = most important for 


Pulsatile release V NP-Y (Neuropeplide -Y) 
Ф LEPTIN - permissive role in the onset of Puberty — Pulsatile Release of GnRH begins ab 
Night 
Q. initial Menstrual cycles in adolescent girls 
are anovulatory . Why ? * LH- ak night 
Ans: No FSH — No dominant follicle * FSH- ak both day and night 
Low — FSH 
+ GnRH Pulse < 
Frequency нан Э LH 
аон - DECAPEPTIDE Hormone ЕУ = 3min 
Y 
Agonist 1.Leurrovive - 9 Pulsatile manner — Stimulate Ovary 
2.G0SERELIN not orally 
S.NAFARELIN Continuous manner — ?LH/FSH (FLARE Response) ache 
4 BUSRELIN 4 


Feedback Inhibition of — persistently HIGH 
GnRH 


“GnRH Anbagonisk : CE TROLERIX ED- suppress HPO axis 


* Indications : Same as Continuous Rx * Newer ones can be given orally 
* No FLARE Response ` Very expensive 

Suppression of НРО axis 
i) Fibroid У) Abnormal Uterine Bleeding Hyper m State 
1) Endometriosis vi) Breast CA ^ Bone Wm density 


Add back Rx: NORETHINDRONE 
iii) Hirsuitism vii) PROSTATE CA 
when to start ? 
iv) Precocious Puberty * >6months of GnRH Agonist (continuous) 
+ Start © initiation of GnRH 


* ovary —? Endmetrial phase 
* Luteal phase — Secretory phase 


* Follicular — Proliferative 


© Progesterone : 3 days post ovulation - Maximum Levels 
ШЕЛ Regular Month! 
M e ч 
C-L Repression — б. albicans) Bleeding 


" Cycles ave OvuLATORY” 


Endometrium У in Progresterone + aka PROGESTERONE WITHDRAWAL” 


Y 


Necrosis \ 

Y Release of Pas (P&Fak) — Myometrium (1° Dysmenorrhoea) 
Shed off Cvasoconstrictor) 

v 


MENSES 


t4 cmt — l GnRH level begins to increase : Marks Onset of Follicular phase. 


V Estrogen L 
low frequency Release of FSH 


Release INHIBIN-B and Ea Je 
+ Keeps FSH under check sothat опе c maximum Receptor 
will continue to become DOMINANT Follicle 


4? Ea (Late Follicular 


Phase) 
Final growth of i bom O effect on 
follicle by LH доорд x 4$ hrs FSH 
N мч 
Induces LH Receptors 
LH acts on Follicle suem on tH on follicle 
ae LH Surge 
s 
Luteal phase begins 


"Normal Length + Qi-35dags (Figo! 34 еза дад) Average - atdays 


* Normal Blood loss - (plo От (Avg: 35 - 50m]. 
* Normal No. of Days : a-Bdays [45-54days] 


O MENORRHAGIA Э REGULAR CYCLES, *P - Polyp + € - Coagulopathy 
^ Blood loss > 80ml , > $daus 
* A- Adenomypsis * O - Ovarian causes 
GENVROMENORRGER® Bleeding < adays 
(< аот) -L - Leiomyoma *E - Endometrial causes 
(&.POLYMENORRHOEA: Frequent cycles * M- Malignancy *| - Iatrogenic 
(< aa days , < aldays) and HYPERPLASIA 
‘N = Not yet classified 
— Infrequent cycles 
>38days, >35 days) 
(6. METRORRHAGIA * Intermenstrual Bleeding 


(Irregular Bleeding) 
[Puger | + Appearance of 2° sexual characters ( Sex steroid hormones) 
BVD- Age: Il-Syrs 1% Sign : Testicular enlargement 
Precocious : «durs I% visible : Testicular enlargement — Penile enlargement ) 


Sign 
Delayed : 14 days Peak Height velocity «—— Pubarche. 


Age: (0-5 urs ISE Sign + GROWTH SPURT ( f Arm span) 


Precocious : « 8 yrs V* visible sign: THELARCHE ( Appearance of Breast buds 
corresponds to TANNER Stage - à) 
Delayed : I3yrs 4 
PUBARCHE (Appearance of Pubic and Axillary 
hair 4 Effect of TESTOSTERONE) 
After 
Menarche <——— Peak Height velocity (Tanner -3. Breast /Pubic 
6 months Hair) 


* Precocious Menarche < lows 


* Average Age 12-Syrs * Initial cycles — ANOVULATORY 


* Unopposed Estrogen : Breakthrough bleeding 


1. OCP - better compliance 4.High dose iv Estrogen 
2. Only Progestevone : S/e ©. 5о,рооғ compliance 
3.Mafenamic acid + Tranexamic acid —> doesnot make cycles Regular 
* given in pts who refuse hormone Ry 
* Ru in Heavy Blood Flow ° (9 cause of AUG in Adolescent girls = ANOVULATION 
+ and (2) cause of AVB- Coagulation disorder 


[ess шен |: hn summ 


* premature activation of НР axis — (CENTRAU 


* Peripheral i GRANULOSA CELL TUMOR 2. Congenital Adrenal Hyperplasia 


Peripheral Precocious + Cafe au lait + Polyostotic Fibrous 


Ctrtav) Puberty Spots Dysplasia 
aag Standing HYPOTHYROIDISM: ^ TSH к LH 
4 FSH 


Precocious Puberty 
- Central — Brain tumor (10) — (^2) HAMARTOMA (Tuber cinerium) 
“Central P-P Peripheral PP 
‘LH /FsH f * Lu/esm ¥ 


-Isosexual C corresponding to genetic sex) + Can be Heterosexual 


Delayed Puberty : (A) in Boys ; MY cause CONSTITUTIONAL DELAY - Family h/o 


Constitutional cause in girls - Should be Diagnosis of Exclusion 


* follicles i» ovary — Maximum Number - Intra uterine Life - 5” month = 3 million 
C Qowks) 


* ak birth - Q milion follicles 
* ak puberty- 4,00,000 (about 1000 follicles undergo ATRESIA every month) 
* Clinical Diagnosis : Absence of menses for 12 consecutive months (in a corresponding 
age group) 
> 45yrs (avg. Age: Styrs) (лм. Аде tn India? 43 yrs) 
* Premature Menopause: < 40yr — Needs Confirmation 
* Delayed Menopause: No menopause by 55urs м Needs evaluation 


© Post menopausal women : Estrogen ¥ ( <a0pg) ‘FSH 1 (> 4010) ‘LH ^ С> зош) 


* Perimenopause ( CLLMATRIC): 


‘Transition phase. 
[2 presentation — vasomotor symptoms ——> Hot FLASHES ( 1-5 min Lasks) 


* ^ Sweating 
+ Anxious coincide © LH Surge 


CRD- Estrogen withdrawal , Serotonin lul +, Nor- Epinephrine f 
* Only if moderate - Severe hot flash indication to start HRT 


if uterus — present — Rx. of Hot flash : € +P L P- Protects Endometrium) 
G Е+Р HRT ¬4 R/F for Breast cancer 


if Estrogen is C/T. (е4: cap) 
Rx: SSRT ( Selective Serotonin Reuptake Inhibitors) - а^ line 
SERM - Not given . ANDROGENS can be given. 
(o SERM $/e - Hot flushes 
* Can present ¢ vaginal atrophy (АТКОРНІС VAGINITIS)' 
-Vaginal dryness -Dyspaveunia ~- Discharge ^ - Pruritus ¬ Bleeding 


7 Recurrent UTI 


On t/E : vagina - Shiny ; Thin; Loss of Rugosity 
Rx : Topical Lubricants or Moisturizers ( never give as Systemic) 
| Symptoms persists 
give hormones — TOPICAL ESTROGENS ( creams Rings) 
“pH (>45) 65-15 
Perimenopausal period : Cycles become anovulatory (ESTROGEN) 
Irregular bleeding — Breakthrough bleeding д 

Q. 43yr eld presents = AUB x15 days . UPT Ove 

dis nn vitals мер Stable 


DandC > iv Estrogen 1- High dose oval estrogens - Stops bleeding € in a4 hrs 
Y 


controls bleeding 2.0cp's / Pop's 


Sample available for HPE 
* Dand € not done in Unmarried girls - affects fertility, cause ASHERMAN Syndrome 


* ocp/ Pop 


Q. No menses for 3months. UPT © . Мех bleeding will be high. What to do? 


Ans: Endometrium Thick , no need for priming OCP/ POP 


? attaching Ovaries to Uterus. 


attaching ovary to Lateral pelvic 


Carries Uterine artery and Uterine vein 


* MESOOVARIUM ^ fold of peritoneum which attaches ovary to posterior leaf of Broad Ligament 
* In Hysterectomy ,if ovary is to be saved ; cut the Ovarian Ligament 


* In Hysterectomy + BSO; then put clamps on INFUNDI BULO PELVIC Ligament 
* Ovarian veins) — © side A ye 


O side aris. (© Renal vein 


* Lymphatics —* Para aortic дүр UN 


travels along Lateral Cutaneous Br. of Obturator Nr. and 
felt on medial aspect of Thigh. 
Ureter is posterior to Ovarian fossa. 


(GONADS =) derived from genital ridge > Swks POG 
Short arm of 


Testes Ovary Y Chromosome — SYR Region - Y Chr. Distal park 


‘Testes will appear - 1k 
* Ovary will appeav - К, 


* Absent `y’ 
* for ovary tobe functionally © xx 


* In TURNER's Syndrome (45 хо) - ovaries appear but not Functional undergo Accelerated 
atresia, 


* Differentiation of gonads mto Male and Female - Fuks 


2.INTÉRNAL GENITALIA 
— 
MALE TYPE FEMALE TYPE 
* Seminal vesicle ° Uterus 
+ Ejaculatovy ducts * Vagina 
* Epididymis * Fallopian Tube 
+ Ductus deferens اا‎ 
ا‎ 
MULLERIAN Ducts / 
From WOLEFIAN bucTS/ PARAMESONEPHRIC DUCTS 
MESONEPHRIC 
v X 
MIS / TESTOSTERONE 
MIS - disappearance of ( Male Hormones) 
Mullerian ducks 
(IPSILATERAL) 
* Testosterone - WD - * MIS - SERTOLI Cells - Tks 


Male Internal Genitalia 
* Testosterone - LEYDIG - бооК$ 


mis / TESTOSTERONE Cells 
( Male Hormones) 


If ABSENT causes + persistance of MD and Disappearance of WD 


1. EPOOPHORON —> Mesonephric tubule 


Ай 3 are contents of BROAD LIGAMENT 
2. PARAOOPHORON —> Mesonephric tubule 
3. GARTNER DUCT — Mesonephric 


' &ARTNER's CYSTIC DUET -' seen as cyst on Anterior Wall of Vagina. ( cyst on Postero- 
LATERAL Wall of 
G@PARATUBAUICYST) (around FT) Vagina — 
BARTHOLIN's CYST 
* Internal genitalia differentiated into Male and Female by lOwks 


EXTERNAL GENITALIA 


Male Male hormone Female 
G Testosterone © 
|} x Reductase 
DHT 

Penis Genital tuberde CLITORIS 
PENILE URETHRA Genital fold L-minora, 
SCROTUM Genital swelling L. majora, 
Bulbourethral glands Bartholins glands 
l cowper's) 
Proskate 


Glans of Skene L Peri- urethral) 


* Anterior Border - CLITORIS 
* Posterior Border - FOURCHETTE 
* Laterally - L- minora. (2) 


Mons pubis. 


External urethral 

orifice 

* 4openings - a. urethral Vaginal orifice 
(Major) Ь. Vaginal 

€. Bartholins - (2) 


Labia minora 


Labia majora 


+ 
& opening of Glans of Skene. 


Total = 6 opening 


* Differentiation of Genitalia into Male and Female - Iawks 
* Sex of fetus decided by External Genitalia 
* Female hormones acts ak puberty — causes — growth of the structure 


* NO ESTROGEN - uerus may be present but small hypoplastic (infantile) 


* 46 xv „Ext. genotype - Female like , but Internal genitalia - MALE Like 
+5 K Reductase deficiency 


+ (MD cause – AIS (Androgen insensitivity Syndrome) 


* 46 XY , Man like Ext. genitalia —> CLITOROMEGALY 
> Fusion of С. majora. 
` (VO cause Congenital Adrenal Hyperplasia 
. 9 Enzyme deficient — al Hydroxylase - causes Ab® genitalia development 


Only in Female fetus 
* Screening Test : 17 Hydroxy progesterone 


Absence of menses by I3yrs of age in the absence of 2” sexual characters (THELARCHE) 
(or) 
Absence of menses by I5yrs of age tn the presence of 2° sexual characters (THELARCHE) 


- (KO cause of 1° Amenorrhoea : Gonadal dysgenesis g TURNER'S 
Pure ; Mixed 


“SECONDARY: Absence of menses for 40 days (3 consecutive) ín a previously menstruating 
woman 


* irregular cycles = 6 months 
° (MIcause - Pregnancy ; Pathological cause - PCOS 


if uterus © 

i) Gonadal Dysgenesis 
ii) Kallman's Syndrome 
i) Imperforate Hymen 
i) Constitutional 


t. Breast 
development 
2. USG 
Uterus © hypoplastic 
Ovaries © Fibrotic Streak 
5, FSH /LH Hyper gondotrophic 
Hypogonadism 
4. Pubic and 
Axillary ( sparse 
hairs 
5. Most Short Stature 
Characteristic] 45 xo - absence of 
SHox gene which is 
required for growth of 
long bones 
6.Confir mation of| 
Diagnostic 45 xo 
Ckaryotype) 


* Management | HRT (Е +P) 


Infertility Donor Ovum © IVF 


if uterus © 
1) Mullerian agenesis 
i) Als 


G 

[2] 

© 

Hypogonadotrophic ® 
hypogonadism 

Ф Sparse ® 


® ® 


Anosmia Ut : Bluish Bulging of 
(characteristics) membrane 
(characteristic) 
46 xx 46хх 


GnRH - pulsatile 
manner 


Incision on the hymen 
= cruciate incision 


GnRH > Ovary > Ovum = 


E. ©. окос 


* Short webbed neck 


+ Cubitus valgus те-® 


* Shield Shaped Chest, Nipples widely spaced 


* Life Span - Slightly Short 


* Short 4h metacarpal * Autoimmune Conditions - HASHIMOTO'S THYROIDITIS, DM. 


XLR j mutation tn KAL-4 gene 

' Sometimes presents as emergency : 

Blood collected i) ukerus - HEMATOMETRA P/a 
> 1) Vagina.- HEMATCOLPOS PAv 
° Can cause ИТІ 


* Can present € A/c URINARY RETENTION 


® Karyotype 
46XX 46 ХУ - SUYER'S Synd. 
Mutation in SRY of Y Chr. 

NO TESTES; Streak gonads 
No Male hormone Female phenotype 
Uterus © ,HYPoPLASTIC 
Толі Turners 

height 


different 
Karyotype 


Rx: HRT 


Short stature TURNER'S SYND. 
Characteristic 
каана. facial features 
— Fold of skin 
z Constriction 
Shield-shaped — $ of aorta 
thorax } Poor breast 
Widely spaced ZE) “| development 
nipples j - 
Seiad 10 — 
: \ deformi 
metacarpal IV~ R E г; 
Small qi “TY | > Rudimentary 
fingernails v | W^ ovaries 


Gonadal streak 
(underdeveloped 
gonadal 
structures) 


Brown spots (nevi) 
No menstruation 


Mosaic pattern ( mosaicism) 


45 хо / 46 XY ^, 
Testes Abnormal 
Streak gonad. 


Structure from— Mullerian duck 
Both ducts ғ 
Wolfian duct 


AmBiauous External genitalia 


Rx: HRT 


* Female Phenotype - Genotype (presence of Y) ——> î Chances of Malignancy 


*Gionadectomy : done as soon as Diagnosis made. But not done in TURNER'S Synd. 


done in PURE and MIXED ар 


-KY Tumor in GD —> Gonadoblastoma ( Both BENIGN and MALIGNANT) 


* (M9 Malignancy in GD —— DYSGERMINOMA 


PRIMARY AMENORRHOEA 
USG UTERUS - ABSENT 


* ROKINTASKY Syndrome 


* MRKH - Type 1. (Mayer Rokitansky 
Kustner Hauser) 


*MRKH- Typed TRIAD 


MA + Skeletal anomalies + 
Renal anomalies 


"On USGA: Uterus © 
Ovary © 46xx 
Breast © 
Pubic and Axillary hair - (S) 
External genitalia (9) 
No Gonadectomy 


* Fsu/in-@ 


+ S. Testosterone ® 


Presence of ovaries 


Absence of the uterus, 
tubes and vagina 


Normal uterus MRKH syndrome 


7 Diagnosis Confirmation 
by Karyotyping 


* Vagino plasty 


‘IVF € Surrogacy 


* Testicular Feminization Syndrome 


* Androgen Receptor is completely 
insensitive to androgens 


* XLR (Androgen Receptor on the long 
arm of X Chromosome) 


* © (mis) have no uterus 
* Testes (undescended) 46 xy 


+ (D (Testosterone present in periphery 
Converted to Estrogen) 


* © Absent / Sparse vagina small blind. 
pouch 


* female like C Hypoplastic Clitoris) 
CHypo plastic Labia) 


* Inguinal hernia 


* Gonadectomy - after puberty ( for 
Sexual development to complete) 


7. AIS = Pseudohermaphrodite 


4 
canse 7 


e 
* Testes > INHIBIN ~ FSH A) 
LH مہ‎ t 
Testosterone Receptor 


No FBl insensitivity 


+ * Male level hormone 


- Vaginoplasty 
+ Worst reproductive outcome /adoption 


C (emma) 


+ Clitoromegaly ( clitoral length > 1em) 
* If more Receptors are sensitive —> Male phenotype maybe C possible) 
* any AUB — R/o Pregnancy 
* 2’ Amenorrhoea, — "fo Pregnancy : HCG — if nob pregnant — Check hormones TSH, PRL, FSH 
TSH > Hypothyroidism , Hyperthyroidism : TSH © tru © ser 
PROLACTIN > HYPERPROLACTINOMA + E cause Pituitary adenoma (micro «lomm) 
(22 presentation : Amenorrhoea and Infertility 
boc: CABERGOLINE (dopamine agonist) 
@ER (O = <tow) — if ^ defect in ovary 
O/ Pregnancy : 1-3 TU 
45 Case: PREMATURE OVARIAN FAILURE / PRIMARY OVARIAN INSUFFICIENCY 
* FSH > 4010 - Dx of Ovarian failure FSH > дош % 
* FSH > 4010 on à occassions 1 month < 4 in S.ESTROGEN МЇ 


* Medroxy Progesterone Acetate (MPA) 20 X 5 days ——* On withdrawal — No Bleeding 
Management: ктө 
“HRT (Е+Р) upto the age of natural menopause 
* Infertility — IVF £ Donor ovum 
ж Premature Ovarian Failure - Amenorrhoea + other features of menopause 
C294 case: if esu /v , S-€a-@ , eTO , Progesterone 4 , Anovulation = Pcos 
© S cases if esu /t , $-€3- (D, PCT © - Probably d/t ASHERMAN's Synd - Intra uterine 


adhesions 
CAP case. if Fs /t ,$-£a- V, рст ©, E+P Ove — Probably Central cause 


(FSH WI - low) 


“if MRI - @ , then FUNCTIONAL HYPOTHALAMIC AMENORRHOEA (Diagnosis of Exclusion) 
° Stress -Excercise Induced ~ Anorexia Nervosa ° Yc Malnutrition 
* Intrauterine adhesions ( Synechiae) э (cause Vigovous curettage 
4 


destroy the basal Layer of Endometrium 
(Raw surface) 


* Highest Risk + Curettage in PPH ; esp. Tuberculosis 
۰9 Presentation : Menstrual irregularity + Infertility > Amenorrhoea > 

Hypomenorrhoea 
+ On HSG (Hystero salpingography) - Screening Test 

7 Multiple Small irregular filling defects — S/o Ashermans 
"ТОС - HYSTEROSCOPY (diagnostic + Therapeutic) 
S 
Adhesiolysis 


* If there is Recurrence- Intra Uterine Pediatvic Foley's + High dose Estrogen x 1. month 


"— "M 


Asherman's 
syndrome 


Intrauterine Adhesions on a HSG 


^ Androgen in circulation 
* Ovary producing excess androgens 


Obese 
"Arrest of follicular growth — No dominant follicle t, (persistently тшн) 


T" Lu/ еви 
NO OVULATION 


* upto 45 7% - also have Insulin Resistance (IR) 
Hyper insulinemia further stimulate Pros га , Dyslipidemia. 


* upto 507. - Obesity 
fo Metabolic Syndrome (syndrome x) 


HAIRAN SYNDROME D i Pecos | 


Hyper androgenemus ACANTHOSIS NIGRICANS - Cutaneous markers of IR 


° Dark velvetty areas 


* Si Nape of neck / axilla / groin / 
under the breast tissue 


“if Qof the 3 following ave met , the we Will make 
PROVISIONAL diagnosis of PCOS. 


a diagnostic criteria 
Anovulation (Breakthrough bleeding) 


СЕ can be a presentation buk not 
‘Thin girls — Rx: Withdrawal bleed bu giving Progesterone 
( 
Bloods levels of Androgens t 
و‎ Фор 40 mg/dl 
5. Testosterone ^ ( Mild to Moderate?) > in Females 
\ in pcos - I50na/4dl (< 00ng/dL) 
if >a00ng - severe elevation — nok 5/1 Рсоѕ ; $/i Androgen producing tumors 


* main Source ор excess Androgen - OVARY 


Sometimes Adrenal gland f Androgen secretion- DHEAS T ( сап be a finding) 


HIRsUITISM VIRLUIZATION 


Ji Ptos S/i Tumor 
t. Appearance of Terminal hair in male 1. Citoromegaly 
pattern distribution 
2. * Muscle mass 
2 ACNE Resistant lo usual Rx > SCARS 
3. Hoarseness of voice 
3. ALOPECIA ( Less common) 


4. Male pattern Baldness 


FERRIMAN GALLWAY SCORING 28 - Hivsuitism. 


"if. i) 21a follicles which are < (o mm in size 
ii) Ovavian volume 2 (0сс 
Peripheral arrangement - NECKLACE Pattern 
Characteristic of Pcos (not required for Рсоѕ) 
^ Stroma (finding - Stromal Hyperplasia) 
Thick capsule (Tunica) 
Ovaries can be (S) 


- milder form of CAH 


Closest P/p of PCOS . ln every pt provisional diagnosis of PCOS = 
Rule out Adult Onset САН. 


з. IR - do OGTT 


t. S. Testosterone ^ (< àoong) $. Lipid profile 
2. DHEAS (tan bef) 4. Total Estrogen -t €2-@ s/i 
&-f Obese PCOS 

3. USG Criteria Єз/є, Ratio is 

Reversed 
4. LUM, FSH-® ; Чиен f хач Estrogen-@ i» Thin Pcos 

Free €, - ^ HYPERINSULINEMIA 

6. PRL- ®© 


t0. SHBG: Testis €» сива Synthesis Je 


€. Tsu- (S) 
п. [3-0H Progesterone Level - (N) 


° Type -2 DM 
* HTN 


* Non- alcohol *Hirsuitism * Depression 
Steato hepatitis 
* Infertility * Anxiety 
* Sleep Apnea Synd. 
* CAD * Irregular cycles 


+ Endometrial /ovarian 
Cancer Pregnancy = High Risk of Abortion, GDM, P-E , Still birth, 
Pre -Term Labour. 


| Management ` 
Lif Obese PCOS women — I advice > wt loss ( 5-107) 
Doc - OCP = very low / Low dose pills ( 4% Gen Progesterone used) 
Provide endometrial protection 
2.16 only Hirsuitism - Doc — ^ ocP 
а" Line — SPiRONOLACTONE —-34- CvPROTERONE Acetate 
4^ — Metformin - for Mild hirswibism 5”- GnRH agonist - continuous 
6&^- Flutamide 7- FINASTERIDE — 8.KETOCONAZOLE 
OCP - E*P — Feedback inhibition of Ovary ° DANAZOL - inhibits GnRH 
Given as long as possible * itself severe Androgenic S/e 
* EFLORNITHINE - Topical Agent for Hirsuitism 


Management of Infertility : ANOVULATION - ISt advice for Obese > Weight loss 


OVULATION INDUCTION - 
I$ Une - LETROZOLE » CLOMIPHENE CITRATE 
Aromatase Inhibitor SERM 
dose : Antagonistic action 
1 FSH 4 
ak which duction of ovulation 
5 days Ds-4 


or ^F$H 5 5 days 
Da-¢ 


Monofolliculay development 
Wo Risk of Twins 


Live Birth Role is better с LerRoxoLE 
° Stark < aSmg— 3-5 ma 
- 2" Une + Inj. Gonadotropins (1н/еѕн) 


C initially made from urine of Post- 
menopausal women) 


7 Human Menopausal Gonadotropin 
(има) - 35 iv of FSH and LH 


* because of presence of impurities 
less effective buk COST EFFECTIVE 


* Recombinant FSH — Effective, Expensive 


` Risk of © mMultifetal Preg. - 307 
C higher Order Gestation) 


Oonuss - 15¥ 
G Highest = Gonadotropins 


IVF - (9 used drug > Gonadotropins 


* Other drugs used for Ovulation Induction 


("рше development 
Multifetal pregnancy 


(тот Pregnancy @ maximum) 


* NO RISK of Triplets /Quadriplets 
Start € Somg L (50mg 
(49 s/e - Hot flashes 
and 9 5/Е- Ovarian cyst 
OHSS - Ovarian Hyperstimulation] D 


Syndrome 


Clomiphene Citrate - 80% Ovulation buk 
only 

407. - Pregnancy 

makes 

Endometrium - THIN 


So, Antagonistic action of CC 


makes MUCUS - THICK 


3. GnRH Agonist — Pulsatile (Hypothalamic Cause) - KALLMAN'S Syndrome 


4. lo HYPER PROLACTINEMIA > Cause Anovulation and Infertility 


Bromocriptine > Cabergoline 


Definition ¢ Inability to conceive even after 1А months / 1ur of unprotected intercourse 


oka SUBFERTILITY. 


* Male factor - 407 


> 364кѕ - beyond 6months - start evaluation ° Female factor - 40-45% 


* Unexplained - l0 7 


* Female factor - (© Ovarian dysfunction — AN OVULATION 


CENAZE Test = S: Progestevone level. done on Оз, of the cycle + if 2 3ng (ovulatory) 

2.Cervical mucus 5. € — P , Thick mucus Scanty 

& Vaginal Cytology? Р — INTERMEDIATE Cells i 
+ ^ 05°F 


s © vaginal fornix. - (Lateral watt) * BIPHASIC Chart 


(GIENDOMETRIALIBIGPEY!—* Tissue Diagnosis 
П S 
Most Invasive 
Once ak begining of 
evaluation for INFERTILITY - à Samples taken t. HPE - Formalin 2. AFB - Saline 
‘done in Pre- Menstrual phase - 2-4 days before expected date of Menses Dag (a«-ae) 
* HPE Report: Ovulatovy - Secretory Endometrium 
Anovulatory - Proliferative 
Glands - long; tubular — Telescoping of Endometrial glands| Proliferative Endometrium 
) 
Nudes - ave at different levels - Pse dostratification V Effect of ESTROGEN 


"SECRETORY : Cells have ____, Subnucleay у Early Secretory 
PHASE vacuoles vacuolation Endometrium 


4 
18 ИРЕ Evidence of Progesterone Secretion: Dig 


* LATE SECRETORY Coiled glands — CORKSCREW glands - Maximum Stromal Edema 
PHASE 


* Growth of Follicle — 2mm рег day 5 


18- 20mm - GRAAFIAN Follicle / MATURE Follicle 
* Fluid filled cavity - ANTRUM 


Rupture. 
On u$&- Sudden V in Size 
Fluid in the pouch of Douglas 


On USG: TRILAMINAR : Triple layer 


Late Proliferative Phase 
(Peri ovulatory phase) 


t. Anterior Endo-myometrium jn 
2. Cavity 


3. Posterior Endo-myometrium jn 


On USG - Post. Enhancement - Secretory phase of uterus — Single Hyperechoic line © 


Posterior enhancement 


‘urinary LH Surge — 34h 5 Ovulation 


1 Dused à S.FsH- if b/w 10-15 U : BoRDERUNE 21610 : Poor Ovarian Reserve 
$ 


® «torvo, > ow: S/o Ovarian failure 


done on Day3 (D2-D4) > 4010 : Diagnostic of Ovarian failure 


G 
0-41 Small Antral and Pre- antral follicles 
if < 0-5 — poor ovarian Reserve cif 23-3-3.5 — Wigh Risk of OHSS 
їз. S.INHIBIN-B = directly Comes from follicle (Dz). If <45pq - Poor Ovarian Reserve 


4. АРС (А ile Count) - Tvs 
- Combined, Score of Both ovary < 10 ; Poor Reserve 


5. СССТ - Clomiphene Citrate Challenge Test: Dg - FSH 
Dg-q ~ (00mg СС 


Dio - FSH 
* Hugh value on Ds which rises further on Dio — Poor Ovarian Reserve 
* Lap Ovarian drilling - destroy Stroma ( Burnt) — Ovary - Androgen production will se 
a" Line Rx Gonadotropins >> Lap 
Ovarian factor >> Tubal factor upto 35% (40-30) 
loc : aed = Screening test for Tubal patency 
(LEECH WILKINSON'S CANULA - thserted into cervix. 
“done in Post- menstrual ) 


phase dye is inserted th the uterus 
(water soluble lodinated dye <от) 
* done bjw 05 -Dy 


Serial X-Ray — PERITONEAL 
HO) Dio Spill 


(gantramdicebtons, 

t. Preqnancy 3. Discharge from Cervix and vagina 

2. к/сјо Gonadal TB 4. k/c/o Dye allergy 

* Before doing HSG - UPTO ; Endo. Biopsy - AFRO 

* Abnormal Report + W/L Block or B/LBlock B/L Hydrosalpinx produce Bj Distal Block 


Bll Proximal Block : Better Prognosis ? Physiological = * pain (spasm) 
Mucus plug @ cornua, 


Next do Diagnostic procedure 
Diagnostic Laparoscopy 4 ФА and Chemo pertubation 


+ 
 HYsTEROStOPIC Canulation ( Guudewire - plug gets destroyed) 
Therapeutic ——> Tubes are still BLOCKED: IVF >> Microscopic Surgery 
B/L DISTAL BLOCK — Next step : Diagnostic lap + Chromopertubation (— Mild 
Severe 
if severe ds — do (МЕ 
* when there i& Anatomical distortion - FROZEN PELVIS —> Yi ı Te genital 


44: Pfu Distal Block / B/L Hydvosalpinx Block > do WF 2. Endometriosis 
3. Severe PID 


if Mild disease - 1. do fimbrioplasty "Еола inside HYDROSALPINX is EMBRYOTOXIC 
2 Adhesioly sis 
+ Outcome of IVF in Hudrosalpinx can be improved 
by doing Salpingectomy before IVF 


* 8^ infection. ( RD 1° Lungs > Lymph nodes) 
. (MO mode of spread : Hematogenous ; others - Direct spread / Lymphatic/ Ascending infections 
н (VO site : Fallopian tubes ( »407) > Uterus (50-60%) 

site + Vagina and Vulva (<a) 

FALLOPIAN TUBE : (M9 Ampulla > Isthmus ( spare medial part - INTRAMURAL) 

‘initially = Edematous inflammed 
-Later - Fibrous (adhesions) / HSA 


Named signs $/o HSG 


Absence of normal tortuosity and a curved or straight pipe like 
appearance show fibrotic stage of tuberculous salpingitis. Irregular 
contour of the uterine cavity with diminished capacity in the fundual 
portion resembling a septate uterus. 


iple constrictions along the fallopian tube giving 


Sacculation of both tubes in distal portion with an BES ирролгэзсә Гатова] 


associated hydrosalpinx giving a Golf club-like appearance 
(arrows). 


TE uterus. - Only the endometrium 
(suffered) 
Myometrium - Spared 


* Route of Spread : DIRECT Spread 


С 9 presentation of Genital TB 2 


Infertility f/p Pelvic pain {/b 


Menstrual irregularity 
4 


Terminal hydrosalpinx with the conical narrowing is seen in the 
jst Menorrhagia C Endometritis) right tube (arrow). Eversion of the fimbria secondary to adhesions, 


with a patent orifice produces the tobacco pouch appearance in the 
(2) Amenorrhoea > Ougomenorrhoea f terminal 


(9 Finding - (&) Pelvic examination — Tenderness in pubis 
* in Reproductive age women : TB not present as B/L Adnexal masses 
* Diagnosis + Best by Endometrial Biopsy - AFB ; culture 


Menstrual Blood for PCR Analysis for T6 Analysis —> ast day Sample 
Rx: ATT x 6months 


In severe Genital ТВ (Anatomy is distorted) — Do IVF 
b aiso improve fertility 
“UTERINE CAUSES OF INFERTILITY 


* distortion of shape of cavity 


* destroys the endometrium 


l. Asher man's Syndrome 


6. Submucosal fibroids 
2. Endometrial Polyp 
6.Endo metritis 
5. Diethyl Stitlbestrol * 
. pa ' T' Shaped Uterine cavity 4.Mullerian anomalies - donot usually present as INFERTILITY 
S 
also cause HYPOPLASTIC UTERUS Usually presents as ABORTIONS 
4 Acute Retvoverted Uterus : * INCIDENTICAL FINDINGS on HSG or Routine 2D USG 
" 
Malalignment bjw uterus and * Both are Screening test 45 пуд. done 
Cervix 
* 10C: 3D and 4D USG 
* Gold Standard : MRI 
* On HSG 
pid 


(ARCUATE Uterus : Small dip at Centre . BEST Reproductwe Outcome. 
2. SEPTATE Uterus : ACUTE ANGLED, < 40° . WORST Reproductwe Outcome. 
3.BICORNUATE Uterus? WIDE ANGLED 
G@UTERINE DIDELPHYSIS: à uterus horns + а vagina, : fw VAGINAL SEPTUM 
S5.UNICORNUATE UTERUS 
SEPTATE Uterus : (C) afw ABORTIONS and INFERTILITY j GD Mullerian Anomaly 
BICORNOATE UNCOLLIS : 2" (^O Mullerian Anomaly 
* BEST Reproductive Outcome : ARCUATE > UTERINE DIADELPHYSIS 
* High Risk for Urinary Tract anomalies : must undergo USG - Kidney and Bladder 


Highest © URICORNUATE UTERUS «fw ECTOPIC Pregnancy, Endometrial polyps 


Rudimentary 
Horn Pregnancy 


Rudimentary horn 
Endometrium function® 
\ Blood gets collected 


* U/L DYSMENORRHOEA 


TT1Y 


Normal Uterus Class |: Uterine Hypopiasia Class Il: Unicornuate t 
and/Or agenesis thera Class IIl: Uterus Didelphys 
Class IV: Bicornuate Uterus Class V: Septate uterus Class VI: Arcuate uterus Class VII: Diethylstilbestrol 


(DES) Drug Related 


[CERVICAL causes OF INFERTILITY | £ d/t Mucus: can have ANTI-SPERM Ab ( ASA) 
Cimmunovoaicar INFERTILITY) 


*Sperms — Cervical mucus — PROGRESSIVE (S) = Forward 


*Sperms — Cervical mucus —> ABNORMAL MOTILITY (circulatory / Shaky motility) 
© ASA 


Post COITAL TEST (PET) - SIMS HUHNER Test 


* Cervical mucus — Abnormal * usually done Diz- 014 - done for ASA 
(smear Post coitus) Motility 


وس 
Immuno- BASED Assay‏ 
S SPERM AGGLUTINATION Test | done for ASA‏ 
SPERM MORPHOLOGY Test‏ 


* NO Specific Rx for Antibodies. So, do іл (Intra Uterine Insemination) > Bypass Cervix 


Sperm Count ; sperm motility ; Sperm morphology 


Semen Sample — Processing — MEMBRANE FILTER Can also be © in Semen 


2 
More fertile semen ; ASA also © ıh the Semen 


INDICATIONS FOR (UI ivi. >> @app (assisted Reproductive 
Technology) 
1.Cervical Factor Infertility maximum - 6.5 ml semen 


2.Mild Male factor infertility ° Sperms will reach fertilization site -@ Conception - 30mins 
A UNEXPLAINED Infertility: > Mx: CLOMIPHENE CITRATE + 101 (х 3cycles) 
7 i 
Superovulation € T fails 


(МЕ 
CC - 6months — 4% 3 months - Only CC 


ыы 


4. Minimal - Mild ENDOMETRIOSIS Involuntary contraction of Vaginal muscles 


Next 3 months 7 С.С + (Ui PAIN 


§.SEVERE SEXUAL DYSFUNCTION — in Female - VAGINISMUS 
mh Male - failure of ERECTION 
[ves nro wen | vont 
* Best way lo collect Sample - MASTURBATION , reach the Lab сіп 60 mins 
* Period of Abstinence - 4245 - 1days * Analysis done after LIQUEFACTION 
* If Abnormal Report — Repeat Analysis (minimum gap b/w à reports 1k) 
WHO PARAMETERS (Minimum - Required for ® Conception) 
1 Volume 7 2 1.5 ті 6. Progressive Motility - > 3a7 
2 pHc- 24-8 3. Morphology - 47 (Strick TYGERBERG criteria] 
3. Total Sperm Count - > 34 million /Ejaculate 8. Vitality - 58% 
4.Sperm concentration - > 15 million /ml 4. WBC Count = < | milion /ml 
5. Total motility - > 407 
Most Important : MOTILITY > Sperm Concentration > Morphology 
AZOOSPERMIA : Absence of Sperms TERATOSPERMIA : ABNORMAL Morphology 
ASPERMIA : Absence of Ejaculate NECROSPERMIA * Dead sperms 


ASTHENOSPERMIA f | MOTILITY GLOBOSPERMIA : Sperms £ ROUND Head 
(lack ACROSOMAL САР) 


In KLUNEFELTER'S SYNDROME - Testes small and HYPOPLASTIC - AzooSpermia. and 
Infertility 


KARTAGENER Syndrome - ASTHENOSPERMIA 
CYSTIC FIBROSIS - AzoosPERMIA (obstruction to flow of Sperm) 
If AZODSPERMIA > Repeat Analysis : CONFIRM AZOOSPERMIA 
(9 cause of Male Infertility : defective Spermatogenesis at Testis 
(1° HYPOGONADI SM) 
do HORMONAL ASSESSMENT 
LH/ є$н/ Testosterone 


if ® , then obstruction to flow of sperms - OBSTRUCTIVE Azo0SPERMIA 


J 


usa 


| 


Dilated Seminal vesicles ; Ejaculatovy duck obstruction 


SCROTAL 


< SEMINAL VESICLE : main Contribution 
T 


Rus VOLUME 


Absent Seminal vesicles ; CYSTIC FIBROSIS ; Absence of Vas deferans 
RETROGRADE Ejaculation (+ volume of Semen) — Assessed by POST-ETACULATORY URINARY 
ANALYSIS 
If HORMONES - АЫ 


1° Hypogonadism >  LH/FSH - High — , NON-OBSTRUCTIVE Azoospermia 
TESTOSTERONE - Low 


Intra Cytoplasmic Sperm Infection do TESE Бирча Sperm Extraction} 


ТЕЅЕ + icsi <— Non- motile 
if Obstructive Azoospermia : Rx - RESECTION and ANASTOMOSIS 
IVF : Indications 
1. Tubal factor 2. Male factor 
3. Unexplained Infertility 
4. Moderate- Severe Endometriosis 
5. Ovarian failure / Gonadal Dysgenesis 


6. Asherman's Syndrome 


4. Mullevian Agenesis 


8. PIGD - Pre-Implantation Genetic Diagnosis 
"ik i$ done when either Male/ Female Partner is K/c/o Genetic ds 
* we take the embryo and test it for disease 


* Genetic Material Used: 1. BLASTOMERES ° Biopsy done on Dz (CS cells) 
* usually we take 4 cell (maximum à. Cell) 


2. BLASTOCYST TROPHOECTODERM ‘Better 
* done on Ds 


3. POLAR BODIES DIAGNOSIS 
IVF STEPS: Cou ( controlled Ovarian Hyperstimulation Synd rome) 7 Ovulation Induction 
* Genadotrophins - Monitor + I. Folcle Count 2. S. €? levels 
(® Response : 4 follicle = доорд of ses) 
Very High levels - High Risk: 


Monitor — 4 follicles 5 Imm 5 S-E} = 800pg 
1. 2 до follicles ; >10 mm 


2.$.€4- > 3500pg * to Rupture > Inj. HCG - Ovulation trigger in IVF Суйе 
3. AMH- 233-35 

4. PCOS 3hrs After Injection 

5. Pregnancy Ovum picked up: USG Guided. 


4 
Embryo Transfer : [29] done on D3 - 8 cell stage 
[onss -eause | deben ые {илди 


in} HCG > Inflammatory fluid: Mediators of OHSS - VEGF > Endothial injury 
ё 


No Specific Rx —> Symptomatic Rx Only Hemoconcentration *— Capillary leak 
END ORGAN damage 
Prevention : 1. Low dose gonadotrophins 
2. Intensive monitoring C* follicle 6. CRYOPRESERVATION 


5.Еа, 3. BROMOCRIPTINE ( reducing Severity of 
3. Stop further gonadotrophins onss) 
corsa Delay (иј. Hea 8. iv Albumin ( volume expander) 
5. GMRH Antagonist 


* Early Onset OHSS - £in 4 days of Inj. HCG ‘Lake Onset OHSS - > A days of Inj. HA 
[enpomerriosis | nS 
* Endometrial glands and Stroma outside the uterus 


ХФ) site + Ovary > Pouch of Douglas > Post.leaf of Broad > Ukerosacral > Fallopian Tube 
Ligament ligament 


Taeories 
1. SAMPSON's Theory + Retrograde menstruation (most accepted theory) 

2. MULLERIAN METAPLASIA Theory : by MEYER ; Theory of Coelomic metaplasia 

3. GENETIC Theory - KRAS gene, GALT gene. 1* degree has Endometriosis = 3 times higher 
4. IMMUNE Theory - have deficient Cell mediated and Humoral immunity 

б. HALBAN's Theory - Lymphatic spread ; Umbilical site Endometriosis 

* Endometrial tissue - ESTROGEN - Reproductive Age Woman: 25-35yrs 


Rave : Pre pubertal ( Adolescent) 
Post menopausal 


In Pregnancy = PROGESTERONE T. ^^ Symptoms will Regress 


IOC + LAPAROSCOPY — t Diagnostic 2. Skage — Based on ASRM > 1.Minimal 


РА 2. Mild 
НРЕ (Biopsy) 3. Surgical Mx of Pain 3.Modevate 
4. Seveve 


“RED FLAME Lesion = Yo Fresh bleed (RASPBERRY or BLUE SPOTS) 


* POWDER BURNT Lesion + Chocolate cyst © Adhesions ° Peritoneal defects 
- S/o Chronic Lesion 


== 
Powder burns/classic gunmetal 


Chocolate cysts Dark lesions of endometriosis. These 
have been called blue-black lesions, 
Two chocolate cysts on the right gunpowder burns, and gunmetal lesions. 


ovary 


Normal left ovary 


Red/Purple raspberry spot 


Soft fluffy fimbria of a normal left 


Red and purple raspberry spot on 
Purp F Ss ی‎ fallopian tube. 


the left uterosacral ligament. 


Based on ASRM + 

1. MINIMAL - ISolated lesions - SUPER FICIAL 
2.MILD - Multiple Lesions Superficial aggregate - dia <Sem 
3. MODERATE - deep lesions ( > 5mm deep in the peritoneum) 


4. SEVERE - Anatomical distortion = * plenty of adhesions® * CHOCOLATE CYST 


On USG : On MRI : Only under Special Required 

CHOCOLATE cyst ( ENDOMETRIOMA) 

* cyst € homogenous Internal Echoes | such as ед: MRI - Reclosiamoid, - 
MUSHROOM CAP Sign 


Өе бети also done in © Deep Endometriosis 


* nodules on Uterosacral Ligaments 


© Mullerian Anomalies 


4 SU 
LEFT OVARY 


СА-1а5 - f upto too ( Q < 35) > Non-specific marker tn Reproductive Age Group 


(40) Presentation — DYSMENORRHOEA f/b Yc Pelvic PAIN 4/b DYSPAREUNIA 


Other presentation: 1. Adnexal mass 4. CATAMENIAL PNEUMOTHORAX 
2. Infertility 5. CYCLICAL HEMATURIA ( Bladder 
Endometriosis) 


3.Menstrual Problems (Menorrhagia) 
Ofe : 1. Tenderness in Pouch of Douglas 
2. Tender nodules on Uterosacral Ligaments — BANTO STRINGS 


3. FIXED Retvoverted Uterus 


DYSMENORRHOEA 


“Physiological * Spasmodic ° Pain in Soprapubic Region * Pain begins on the 1% day 
of menses 
* improves € menstrual ° Disappear by ae day 
Blood flow 


* very Responsive fo NSAID's 


* Underlying ds CD Endometriosis f/p PID ° Constant pain (congestive Dysmenorrhoea) 
* doesnot improve Menstrual Blood flow + Persist - post menstrually 
* less responsive to NSAID's 
PAIN 
O c/c inflammatory Mediators: Endometrial deposits axe made up of Endometrial tissue 
They will undergo Cyclical change and will bleed ,there is release of Inflammatory 
mediotors like PG's. 
@ More pain sensitive NERVE endings — aka NEOROMUTILATION ( done by Estrogen) 
- Severity of pain depends on depth of implant 
9? DYSMENORRHOE - Management of PAIN 
Minimal = Moderate Pain - NSAID's + OCP's — given continuously 3-6months 
IL no Response feedback inhibition > Suppress Ovarian 
Steroid production 
DiNOGEST ( Progresterone) - Continuous : oval, im; Mirena 


* Thinning of Endometrium 


* Implants - decidualization 


SEVERE PAIN: put her on GnRH agonist - given continuously ( >5 pulses /hr, 
| if No Response ® 4pulse/hr ) 


Do LAPAROSCOPY : Surgical Management of Pain 
1. Adhesiolysis 3. LUNA (Lap. Utero sacral Nr. Ablation) 5. HYSTERECTOMY - 
tast Resort Rx if 
&.Fulgration of implants 4. OVARIAN CYST Rx. Family complete 


DANAZOL- poorly 


POST SURGICAL: Suppression given tn the form of OCP [ AROMATASE 
== tolerated ] 


INHIBITORS 


CHOCOLATE CYST: doesnot respond to Medical management 


4 


Ќх.ОС : Cystectomy ASPIRATION - High Recurrence Risk 


size: <Sem - wait/watch 
>бем ¬ Symplomatic— Cystectomy 
INFERTILITY : 
if fails 
Minimal -Mild: CC + 101 x 3eqdes ————> WF Moderate - Severe : IVE 
Ovarian Dus function ( Folliculogenesis Defective) 


D site + Ovary — H inflammation 


* (v9 Cancer Among Indian Women: CA BREAST 


- and (M) - CERVICAL CANCER 


Infection (не) — persist < ^ Age — Pre-Invasive Lesions 


*Regress Spontaneously 
as well 
Time: lD- 30yrs 
N tngh A INVASIVE 


: FIGO / ASA 


° Stavt screen at alurs 


* A-A yrs - Only PAP smears > done 3 yearly 


* >Boyrs - PAP+ HPV, —, done Syearly 
CO- TEST 


* 6Syrs - SToP Screening ( provided PAP smear in Last decade axe NORMAL) 
| not(D - continuous Screening 
upto 35urs 


WHO SCREENING : starts ak > 3oyrs 5 ConceP: Screen and Treat 


* HPV > VIA > PAPs 
| © Ideal : 45* confirm and then Rx VIA and par} 3-5 yearly 


5 yearly Visual Inspection € Acetic Aud HPV + VIA >> НРУ 


3" and 4® decade. women 


Other strains (15) = High Risk viruses 


ACD) Strain TYPEI6 - Cause SQUAMOUS CELL CA 


* HPV Virus = Viral proteins that cause CANCER : Eg,€¢,E3 


-HPV Є. (9 8 E6,E ; Viral genome INTEGRATE € human genome. E, altered 
upregulake Eg , Ey چ‎ 
p53 


V hence cell ——, Complete Cell 
IMMORTAL cycle 


RB gene 


(Newborn Baby born Б 
ected mother) 


LARYNGEAL PAPILLOMATOSIS» ` 


P 


CO-TEST : HPV+ РАР "Sowekimes PAP Smear f/m _, HPV Triage (REFLEX TEST) 
"НРМ infect — Squamous Epithelium — Basal Epithelial cells 


*CA CERVIX - Vaccine preventable (Vaccine > Virus like particles — Capsip Protein) 
2 Virus 


1. CERVARIX = BIVALENT (16,18) = 0,1,6m 
2. GARDASIL! QUARIVALENT (16,18,6,1) - 0,2,6m — 307 
3. GARDASIL-4 : NONAVALENT (16,16, 6,11,31, 33,45, 52,58) 
FDA Approved: Ideal Age - t-1ayrs ( Can be given as early as yrs uplo 45yrs) 
OSml im ‘if < I5yrs - А doses -0,6m ‘if >ISyrs - 3doses - 0,2,6m 
* Syncopal Attack - Observation Time : 15 min * No Need for BOOSTER DOSE 
"т Pregnancy . Screening has to be done even after giving vaccine. 
* VIA - Visual Inspection € Acetic Acid 5% — if WHITE — Ab@ areas - DYSPLASIA 
* VILI = Visual Inspection с Luaot's IODINE (3-57). Schillers Test 
O©- Brown ; AbD - unstained areas — DYSPLASIA 
* PAPS - Screening - CYTOLOGY Report 
Transformation Zone 
‘Endo Cervix 7 Columnar | METAPLASIA 
‘Echo Cervix - Squamous 


* NOT Premalignant ( Physiological) 
* DYSPLAS TIC 


NEW 
Original ak Puberty 
Pregnancy = 
* Epi thelium moves VIA-positive VILI-positive 
out 
Ecternal 0S * €version / Ectropion - RED Area, bleeds on touch - Taken 
periovulatory 
* NO C/z fo take PAP smear. * Smeay the spatula on Glass slide 


* Relative с/т > Actively Bleeding ° No Air drying > directly into FIXATIVE 
[46 7 ETHYLALCOHOL + 57 ETHER) 


“PAP Smear * &ETHSEDA Classification 


* Reactive and Reparative changes : healing inflammatory changes 


: Low grade Squamous \nbraepithelial Lesion - Basement membrane - INTACT 
Astus - Atypical Sq.Cell Undetermined Significance 
AGUS - Atypical Glandular Cells Undetermined Significance 
lH- sic |: High Grade Squamous (ntvaepithelial Lesion 
AbD Pars — Confirmation by Biopsy  Colposcope directed) 
ш - €chocervix 
Focal Length : 30cm , Maximum magnification - 30x 


ABNORMAL AREAS > Biopsy should be taken 


ı. Irregular Surface Contour 2.Pale mucosa 3. Acetic Acid ~ WHITE > Biopsy 


4. Gween filter ih Colposcope GREY Areas - Metaplasia (no need for Biopsy) 
-vessels can be Seen easily 
-Ab® vascular pattern = RETICULAR vessels / Puncrate / MosAIa 


* Colposcope Report : CIN-1, CIN -2, CIN-3 (cervical intraepithelial Neoplasia) 
CIN -1: MILD DYSPLASIA - Dysplasia in lower yard epithelium 
CIN -1 : L-SIL 


CIN-à: MODERATE DYSPLASIA in lower 2/3" epithelium 
CIN- 2,3: H-SIL 


CAN-3: SEVERE DYSPLASIA in lower > 2/3" epithelium 


Uterus Cervical Changes 


Normal € CIN I CIN II CIN Ill 


Management of Pre-Invasive Lesion — Excision > Ablation 


S 
T Bekter because Tissue Sample Sent (a) 
Confirmed CIN-4—> 
Carcinoma. Risk. 


Conservative Mx: Co TEST ( paps + НРУ) - là monthly for A years 


| S Average time taken by 
if CIN-4 Persistent - then Treat Сім -1 lo regress 


. ew” 5 У Cancer Risk 
CIN-3 
( V là- 407. Cancer Risk 
Орр Procedure ; No Bleeding. 

Treatment : 1. ABLATION (CRYOABLATION) —— Long Term 5/є : Persistent Watery 

Discharge 

со, / Nitrous oxide —> 
Crystallization of —> Dessication _, Cell death 
Intracellular Water of Call 


2. EXCISIONAL: OLEEP =LLETZ Loop Electro surgical Excisional Procedure 


Large Loop Excision of Transformation Zone 
* OPD Procedure 


+ Less time (^ 20min) required -if Abnormal PAPs — directly Rx Sout confirmation 
* NO Major Bleeding 4 
+ Sample from Tx Do LEEP 


© coNizATION 
* Samples from - i) Ecto cervix 


* excisional ii) Endocervix 
iii) Transformation Zone (Tz) 
+ Larger chunk of tissue №) Tunctional zone 


* done 4 OT СРИИ memb@/not 


INDICATIONS : 

1. Tz Cannot be completely Seen Cunsatis factory Colposcopy ) 
2. Discrepancy b/w Cytology and Histopathology 

3. ECC - Endocervical Curettage. Ove Dysplastic cells in ENDOCERVIX 
4. Suspicion of INVASION. 

9. PAPs Report - L-SIL.Nexk Step? Ans: Colpobiopsy 


9. PAPs: H-SIL. Next Step? Ans: Colpobiopsy + ECC (mandatory) 


HPV Triage Ove - do CoTest after 
LM th, oz uv tet y^ 


PAPs — ASC-US — Next Step? — 3 
+ Reflex gn 


@ve- Col pobiopsy 
* ASC-H — do Colpobiopsy + ECC + AGUS — ECC + Biopsy 


Q. 40yr old Pala. CIN-2 on Colpobiopsy. Next Step? Ans: LEEP 


RISK FACTORS for CERVICAL CANCER 


1. Early age at I intercourse 6. HV 

2. Mulbiple Sexual Partners 3. Pre- Invasive Lesions 

3.Multiparity 8. OCP - can Т Risk ; only if used consecutively 2 Syrs 
4. Low Socio- economic Status 4. Smoking - e for Squamous Cancer 

5. STD 


9 Histology - 644 — Squamous — Large Cell Non- keratinizing histology 
а57 — Adeno 
* BIMODAL AGE Distribution : ISt Peak - 3"^ and 4" decade 
а" Peak - 5™ and 6™ decade 
* SPREAD - Direct spread / Lymphatic. spread 
* Ф) Presentation : Irregular Bleeding ° Most specific: POST CoITAL Bleeding (Pce) 
sji © Cervical cancer do Uinical examination + PAPs 


© Ectropion 
O Cervical polyp @ Cervicitis © Prolapse 


* PCB — visible growth or Cervix — Punch Biopsy 


CAUSE OF DEATH: (MO cause UREMIA - а/е Renal failure 
О ААН 

‘(KD site for DISTANT METS - LUNGS * OVARIAN Spread - Risk < 0.5% 
( so need for copHEeREctomy) 


* PROGNOSIS * depends on Stage > LN Status 
FIGO STAGING! MRI - Best modality for Pavametrial Invasion 


LN status - CT PET > CT Guided Biopsy 


CLINICAL: 
Maw 
STAGE 4: Strictly Confined to cervix STAGE à: аА -upper 2/3" of vagina spread 
4A cout tnvasion of Parametrium 
e LA- <3mm in depth A, <4см 
* LA} 23mm and 45mm Аз 24cm 
tn depth 
2B - Cancer spread 2/3" upper 
1% Vagina. € parametrium 
* 48,7 >5mm depth of invasion 
and < & cm w Greatest STAGE 3: 
dimension 


+ 3A- cancer involving lower Va' vagina 
*4B2- 22cm, < 4em th greatest 


* 38 - Spread to Lateral pelvic wall 
dimension 
* 8€- Су Э involvement of pelvic LN 
* 4 8z - > 4см - maximum 
dimension 


C4 Para aortic LN 
STAGE 4: 


+ 4A - thvolvement of Bladder and/or Rectum 


* 4B- Any distant spread (е4: Inguinal spread) 


|: 24cm or beyond Cervix 


Primary Rx: CHEMO RADIATION 
Cfrom 2B onwards) 183 ,2Aa 


: for all other Primary Rx : SURGERY 


* For 1А: < 3mm tin depth - Surgery done - CONIZATION . If family is Complete ‚саи also do 
hysterectomy. Type 4A - Simple Extrafascial Hysterectomy 


* For 1A,: TYPE ав - Modified Radical Hysterectomy = WERTHEIMS HYSTERECTOMY + 


PELVIC LYMPHECTOMY 
* For 18, | Type 3 (с) Radical = MEIG's HYSTERECTOMY 
16. 


+ PELVIC LYMPHADENECTOMY 
aA 


* For Type 2, * Uterus , cervix, ГЛЫ Vagina , V? Pavametrium, Clamps on Utevosacral and cardinal 


Ligaments (midway bjw origin and Insertion). Uterine artery ligated after it crosses 
the uveter 


‘For Type 3: Uterine Cervix , upper РДЫ vagina. , all parametrium. Clamps on Utevosacral and 
Cavdinal Ligament . Uterine artery ligated ak its origin 


CHEMORADIATION 
* concurrent Chemo Rx + Radio Rx 


* Chemo — CISPLATIN >5 FU 


* Radio ¬ 1.€BRT ( External Beam Radiotherapy) 2. BRACHY THERAPY ( intvacavitary) 


Then 
(used tin Gynae. malignancy 
aka TELETHERAPY IRIDIUM 


* we use Cesium * HDR Thevapy ( High Dose) > at >13 ay /hr 


* Pelvis - 506 over Swks “LDR Therapy ( Low Dose) > at < à Gy /hr 


7 POINT ‘A’: Rem above Ext.0$ and adem lateral to cervix. 
ак а С 


Ent 05 | 


Corresponds to ureter (Total Dose: 80-40 Gy ^ $000c64) 


“NON SPECIFIC Signs and Symptoms ° NO Pre-invasive Stage > NO Universal Staging 


ADNEXAL MASS : Benign er Malignant 


“Reproductive Age * Pain * Extremes of age (adolescent, post menopausal 


women) 
Ye : U/L ; cystic consistency * painless to begin with 


Tender as well ole : Bju , Variable consistency , Non -Tender 


loc: TvS (0с: Tvs 


* Anechorc , Unilocular * Solid , Thick. septae , High vascularity, papillary 
2g: Follicular eyst (Md) Cyst of Ovary | excrescences 


* Follow up on USG 


-alw ASCITES — Enlarged LN , matted Bowel loops 
need +o operate. 


* Uniloculay anechoic mass + do Tumor marker — Old age : CA 126 
Мы Adolescent : OHCH ФАРР 
Q. Adnexal mass tn Pregnancy 5/i 49 Tm. lohaknext 1 
Ans:Do US — possibly Corpus luteum (will regress by lauks) — So, Repeat USG in "4TM. 
Q. If. Adnexal mass tn Pregnancy 5/i ATM. What next? 
Ans: if HIGH Risk features © Operate in a" TM ( Risks are minimum) 
>locm — can undergo TORSION / RUPTURE 
RISK FACTORS OF OVARIAN CANCER 


1. Т Estrogen ^ Epithelial proliferation 5. Nulliparity 
Smoking} NOT A R 


2. T Ne. of Menstrual cycles ^ f ovulation 6. PCOS HRT 
3. Early menarche 5 Late menopause 3. ВКСА- 1,8, 
4. Obesity 


PROTECTIVE FACTORS 
1. OCP's 3. Anovulation 5. Hysterectomy 
a. Breast feeding 4 Tubal Ligation and Salpingectomy 
Ovarian / TUBAL / PERITONEAL Carcinomakosis : Origin from Fallopian Tube 


EPITHELIAL CELL TUMORS GERM CELL SEX CORD- STROMAL 


69) - ари + 6-82 3M 
* MATURE CYSTIC TERATOMA 
1. SEROUS - 36 Y. aka DERMOID CYST * GRANULOSA 


2. ENDOMETROID - 10 7 . ( Germ cell cancer - * SERTOLI-LEYDIG 


Immature Teratoma f/b 
3. MUCINOUS - 107% DYSGERMINOMA * THECOMA 
STROMAL 
4. BRENNER's * ENDODERMAL SINUS TUMOR * FI&ROMAS | Tumors 
(est) 
5. CLEAR CELL * YOLK SAC Tumor 
* CHORIOCARCINOMA 


- QY Tumor - SEROUS CYSTADENOMA 


. (v) CA ~- CYST ADENOCARCINOMA 


GENERAL: 
1.SEROUS: * $i older women 5 6” and 3 decade (Peak-Goyrs) ° Bh 
* Non-specific Signs and symptoms (185) 


* Diagnosis: At Late Stages — BAD Prognosis [Out of the 3- Worst Pregnancy) 
HIGH Mortality Rate 


2.GERM CELL: ° $/i Younger women (10-30urs) ; peak aM decade , Wı 
* Non specific signs and symptoms ; also presents © precocious puberty 
* They secrete HCG * Diagnosed т Early Stage - BETTER Prognosis 
3, SEX CORD- STROMAL ‘Occurs ak any age l peak ak Perimenopausal women) 
“U/L + Non-specific ; AUB 5 Virilrzation 
* Diagnosed Early Stage : BEST Prognosis 
EPITHELIAL - MUCINOUS VARIETY 
“We + a decade earlier * CEA/CA 14-9 + Grows to Huge Sizes (20cm) 
* Eavly Stage diagnosis + BETTER Prognosis compared to SEROUS 
* PSEUDOMYXOMA PERITONE! : Loculated mucinous collection 


*ENDOMETROID OVARIAN TUMOR. -very high/ highest risk of co-existent Endometrial 
cancer. 


* P can develop ENDOMETRIOSIS — (MO < CLEAR CEL 


* EPITHELIAL 
* In BRCA-4 — uplo 45% 

907 SPORADIC Lifetime 

107. FAMILIAL — occur decade earlier RISK, * In BRCA-à — upto a5 


afw Genetic mutation * HNPCC (LYNCH)  uplo 157 
* 4t degree Relative Familial cancer : fees Risk by 3 times 
* k/c[o BRcA 1/2 Mutations — Prophylactic BSO — 35 -40уу once family is Complete 
S Reduce Risk of Breast CA by 507 


* If Family h/o СА ; no mutations - th them do Sereening 9 @ тує 


@ca-tas‏ ا 


* Start Screening ak 35 yrs age ; do annually 


\: F i tan. buk canbe B/L in 157 case 
CHighest Risk of B/L) 
*Tumor marker + (also 

if AFP @ — BEST Prognosis 


EST Cyst): secrete AFP(main), LDH. Never HCG 


+ WORST Prognosis — because Very rapidly growing tumor — Afc Abdomen 
Presentation 


* (KO ovarian tumor in Reproductive Age дур - DERMOID 
£ (2) » in Pregnancy - DERMOID 

. @ » o undergo TORSION 

On M56: ROKITANSKY PROTRUBERANCE — Site:Malignancy 


‘Tip of ICEBERG (Me) ih Dermoid - 
Squamous Се) Cancer 
* BENIGN 5 Risk of Malignancy 
(0.à-a7) 
“w/t у canbe Pf мр 107 


: Estrogen 5 Tumor Marker - INHIBIN ; peak : 


+ also ^ Risk of 


On HPE: CALL EXNER Bodies ; Coffee Bean Nucleus (a/s/i BRENNER'S)-? Benign Solid 
У 


Coffee &ean Nucleus On HPE: WALLTHARD CELL 
CALL EXNER Bodies NEST 
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| Crystals of Reinke 


REINKE'S CRYSTAL th LEYDIG CEU. TUMOR 


ADULT GRANULOSA CELL TUMOR 
The sectioned surface is uniformly solid and yellow 


vi 
> + j Ў? А 
icum M y w^ "s ^ а 
= М oh э» oe H i б 
SCHILLER DUVAL BODIES ih EST PSAMMOMA BODIES in SEROUS 


FIBROMA Stromal tumor 


‘Stromal tumor * SOLID Ovarian tumor * Benign “MEIGS Synd F Ascites 

* Ascites and Pleuval Effusion - Spontaneous regression Pleuval Effusion 
PSEUDOMEIGS : Non Stromal tumor + Ascites + Pleural Effusion 

“SIGNET RING Cell : KRUKENBERG TUMOR OF OVARY — а? ih Ovary 


-Bfe (80%) , canbe Uf (mà) i*-. Stomach ( Pylorus) 

* Retrograde lymphatics 
-capsule canbe intact * Shape of ovary maintained. 
STAGING OF OVARIAN TUMOR eso] ~ done on basis of Surgery (FD Rouke tumor 
Exfoliation 
STAGE 4: STAGE 2: A- Spread fo uterus and/or FT 
A- Wu ovary B- Bv Ovaries 


B - spread to other pelvic structure 
С - 4. intra operative Capsule Rupture 

2. Pre- Op Capsule Rupture 
STAGE 3 : A— A,- © Retroperitoneal LN 


3. Pressure of Malignant Ascites 
Az- Microscopic Extra pelvic 


STAGE 4: A- Malignant Pleural Effusion Peritoneal Spread 
B - Distant spread / inguinal LN ; B- Macroscopic < Rem. 
parenchyma of Abdominal Extra pelvic Peritoneal Spread 
organs. 
C - Macro > Aum. Extra pelvic Peritoneal 
Spread or 
Involvement of capsule of Liver/ 


Spleen. 


STAGING LAPAROTOMY 
/? Type 1. Hysterectomy 


1.Midline Vertical Incision 5. TAH + B50 
2.1F presence of ASCITIC fluid : Send for Cytological Study 6. Infracolic Omentectomy 


3.Inspection and Palpation of all abdominal organs 3. Pelvic and Para aortic LN 
Sampling 


4.Random Peritoneal Biopsy 
8. Closure 


Wu Salpingo opherectomy - fertility preserving Surgery for Ovarian Cancer 
‘In Case of mutinous Ovarian Cancer ~ add appendicectomy 


* k/c/o Ovarian cancer : Pre-Op СТ Scan done - Not used for Staging 


—— لسم 


EPITHELIAL GCT Ѕех CORD 
* aM stages except “aM Stages except ° all advanced stages 
Stage 1^ and Stage 18 DYSG€RMINOMA need chemo 
Grade 4. need Chemo Rx Stage 4 needs 
Chemo 
* PACLITAXEL + CARBOPLATIN 
Coocetaxet / CISPLATIN) ВЕР x 6 cycles 
6 cycles of Chemo * Bleomycin 
+ Cisplatin 
< €toposide 


“Risk factor * 4 Estrogen Cexcess/unopposed) ^ menstrual cycles 


Endometriod 
1. Early menarche 6. BRCA-1,BRCA-2 ıı. Ovarian Tamor 

Granulosa. 
2.Lake menopause HNPCC — Highest Risk upto 07. 

ta. TAMOXIFEN (SERM) 
3.infertility 3. COWDEN'Ss Syndrome -on long term administration 
- Risk 
4.Nulupavity 8. Obesity 7 RALOXIFENE doesnot f Risk 
6.рсоѕ 4. Hypertension) Endometrial 15. НАТ - © alone 
CA 
lo. Dm CORPUS CANCER 

* PROTECTIVE FACTORS Syndrome 
1. Smoking 3. Breast feeding 5. Green Tea 


2. 0CP's ( Long Term ОСРУ — THIN) 4. Physical activity 


* HISTOLOGY 


* Endometroid (Grade 1 and а) И, $07. * Non- Endometroid , Papillary Serous Clear Cell 


* Estrogen dependent + Non- Endometroid (Grade 3) * 20% 


+ Pre- Invasive Lesion in the form of * Not Estrogen dependent 
HYPERPLASIA 

* NO Pre-tnvasive Lesion 

* боор PROGNOSIS 

Gate keeper gene for * PooR PROGNOSIS 

* Obesity Endometrial cancer 
* THIN Women 

* Oy PTEN Mutation, KRAS 

L CowbEN's SYNDROME) * p53 [if /w p53 - High Grade Tumor 
if fw KRAS- Low Grade Tumor 


PRE -INVASE LESIONS = Endometrial Hyperplasia : Pathological Diagnosis. There are 4 Types 


1. SIMPLE HYPERPLASIA Court ATyPIA : 1% Risk of CA- Proliferation of gland stroma ака, 
CYSTIC GLAND HYPERPLASIA 


2. COMPLEX HYPERPLASIA ovt ATYPIA : 37 Risk of CA- Glands >> Stroma , crowding glands 
3. SIMPLE WITH ATYPIA- 8% Risk of CA 
4.COMPLEX WITH ATYPIA- 244 Risk of CA 
“Hyperplasia Sout Atypia : Treatment ) Progesterone continuous - TOC 
decidualisation — Atrophy 

2) MIRENA >> MPA (ORAL) for 6months — after 6months Repeat sampling (Endometvial) 
‘Hyperplasia © ATYPIA : OPD Proceduve- Report 

4t confirm Malignancy or nok? > do Danac and Confirmation in ОТ 

if again ел Comes 45 HYPERPLASIA © ATYPIA 


ToC : HYSTERECTOMY - post menopause + BSO 


4 
if refused 274 Line + Prog. MIRENA > ORAL [MEGESTEROL 
Endometrial CA ACETATE) 
‘occurs in 5'”-{Ўдесайе( Peak -60yrs) ° @ Route of spread - DIRECT 
* PRESENTATION: IRREGULAR vaginal Bleeding - (M) Presentation 


= most specific > PoST-MENOPAUSAL BLEEDING —^ Only & 107 
(eme) 


Other causes of PMB: 

1 Atrophic Endometritis (Senile) 3. Endometrial hyperplasia 5. CA Cervix 
2.Endometrial polyp 4. Atrophic vaginitis 

P s Pyometva: ENDOMETRIAL CA 

м Pyometra tin INDIA : СА CERVIX 


Post Menopausal Bleeding th INDIA! CA CERVIX 


D cause 


+1 Investigation in PMB: TVS — Endometrial thickness - FIGO 25mm > f Risk of CA 


ACOG 24mm-* ^ Risk of CA 
(ос: — Biopsy 
OPD Procedure ; NO Anesthesia 5 NO Preparation 
Endometrial Aspiration Cytology (CAO 
S preferred 


using KARMAN's CANULA/PIPELLE VABRA Aspirator. 


* Gold Standard : Dand C + MysTEROSCOPY 
Procedure Y 


Fractional curettage 
4 
* Indications. 
1. Stenosed cervix 3,0PD Procedure + No Endometrial tissue Obtained 


Only Blood and mucous 
2. OPD Procedure : Benign Report 
but patient has persistent 4.0PD Procedure * Report - HYPERPLASIA € ATYPIA 
Pme 
*PAPS 6 also done for PMB 
‘Endometrial Sampling done in: 
1. PMB 3. If <45yrs PCOS (Prolonged Amenorrhoea) 5. COWDEN Syndrome 


2. 245urs 6 AUB 4. HNpcc : if K/c/o LYNCH Synd - TAHE BSO 6. GRANULOSA CELL Tumor 


STAGING FOR ENDOMETRIAL CANCER. [FIGO - Surgical] 


“STAGE 4- * STAGE 2- Cervical Stroma Сои if Stroma involved) 
A ~ If only endometrium involved 
or 507. of myometrium is volved * STAGE 3- 


A - Uterine serosa, and/or adnexa, 
B- >50% Mqometrium 
B - vagina and/or Pavametrium 
° STAGE 4 - 
A- Bladder / Rectum € - € -@ Pelvic UN 
- €, ° (9 Paraaortic UN 
B- Distant Spread. Inguinal LN 


* BEST RADIOLOGICAL MODALITY - MRI "SELECTIVE LYMPHADENECTOoMy 
4 
* Staging Laparotomy 1. Gross Tumor > аст 
2. 250% Myometrium 
O Omenectomy NOT DoNE 3. Type à Histology ( Non- Endometroid) 
G done in ТУРЕ 2 HISTOLOGY 4. Cervical spread 


© Cervical spread + ТУРЕ 3C HYSTERECTOMY 


(new) Туре Та. * Robotic / Laparoscopic Hysterectomy 
* Sentinel LN Sampling done 


done m CAVulva > CA Endometrium > CA Cervix 


POST OP TREATMENT 


LLOW RISK = all the following criteria. : © Endometriod NO Post OP Treatment 
© Only Endometrium | Required 
© Grade 1 


2.INTERMEDIATE RISK - Pelvic Radiotherapy ıh he form of EBRT 


3.HIGH RISK - any of the any of the following O Stage 3/4 


© Type à. Histology 


Rx. Chemo + Radio 
"n 
| CISPLATIN + PACLITAXEL 


+ POOR PROGNOSTIC MARKER: TYPE 2/ GRADE 2/ 1 Stage (er / PR O ve - Good prognosis) 


gg 
-descent of pelvic organs into vagina or even outside 


“Supports of Uterus - @) main 1. levator ani —> Pubococcygeus and lococcqgeus 
2. Utevosacral 
3. Cardinal aid № maintaing the position 
4. Pubocervical 


* Round Ligament : Support , but not main * Broad Ligament : Not support 
* Angle of Anteversion - 40° (Between Cervix and vagina) 
+ Angle of Anteflexion - lao” (Between Body of uterus and Cervix) 
* Fundus of Uterus towards Bladder : ANTE FLEXED 
* O Position - ANTEVERTED and ANTE FLEXED - 5/1 804 of women 
Ligament Responsible : Round ligament + Utevosacral ligament 
DELANCEY's LEVELS OF SUPPORT 
LEVEL 1: UTERDSACRAL + CARDINAL LIGAMENTS 
‘if weak => uterocervical descent / Vault prolapse aka APICAL PROLAPSE 
4* Degree : descent from vaginal position but ave still above vagina 
a™ Degree + reach the vaginal introitus 
374 Degree : Outside the vagina 
4% Degree : PROCEDENTIA = entire uterus Lies outside 
LEVEL - à : Pavavaginal tissue and its attachment to fascia of Levatoy ani & White Line 
rif becomes weak > protrusion of bladder [ CYSTOCOELE): Bulge in upper 2/3" of anterior 
Vaginal walt 
. GD Type of PELVIC ORGAN PROLAPSE 
LEVEL 3: Perineal Body + Muscles attached to it 
+ if becomes Weak — RECTOCOELE — lower 2/3" ор Posterior Vaginal wall 
*Bowel loops protrude through POD - upper Y3" of Posterior Vaginal wall 
VAULT : Apex of vagina m Posterior Hysterectomy patents 
RISK FACTOR For PROLAPSE 
* ^ Age and Parity (ESTROGEN) *alsoseenin © Connechve Tissue disorder 
Young © Spinal cord, injury 
(Reproductive © Yc ^ Intra, Abdominal pressure 
Age group) © Congenital Elongation of Cervix 
* SYMPTOMS t I. Dragging Sensation - Something coming out from vagina 


2. Urinary Symptoms - Stress incontinence j difficulty in passing urine 


3. Bowel Related Symptoms 4. Discharge / Bleeding °/v h/o 
*Decusitus ULCER ( s/i 3" Degree) - venous congestion 
NON- OPERATIVE MANAGEMENT 


LKIEGEL'S EXCERCISE : 
strengthen muscles of pelvis 


2.PESSARY - 
‘DOUGHNUT ~ use for Custocoele 
* GELL HORN- used in Utero Cervix descent 


Used, in patients ¢ 
i) Refuses Surgery 
li) Unfit for Surgery 
їй) Pregnancy © Prolapse / in Puerperium 
L 


Remove it around 16 - 18 wks 


Vaginal Vault Prolapse 


SURGICAL TREATMENT: depends on 
Age group 


9. 60yr old Pals 3rd degree prolapse + 
cystocoele + Rectocoele 


= for Utero cervical descent — Vaginal Hysterectomy 


Ligation : 1% - O uterosacral ligament 
* In ТАН: Ligation> 6292900 © Cardinal ligament 
© Uterine artery 


‘TAH — Utero Cevvical ® utevo-ovarian pedicle 


* SUBTOTAL —> Supracervical 
* TAH + BSO > PAN HYSTERECTOMY. 


URINARY TRACT INJURIES 


Modified Radical 
* Risk © HYSTERECTOMY : or > Lap > Abdominal > Vaginal 
Radical Ta 
ر ااا‎ 


done in BENIGN 
done in Malignancy 


* for cystocoele : Anterior colporrhaphy * for Rectocoele : Posterior colpoperineorrhaphy 
(suture from levator ani) 


ATE ун + 
Anterior colporrhaphy +] PFR WARD MAYO Surgery 
Posterior colporrhaphy | (Pelvic Floor Repair) 


+ For ENTEROCOELE ¢ VH + РЕВ + ) McCalls Culdoplasty = done prophylactically in 
a) Enterocoele 
2)MOSCHOWITZ Repair —b)Vault prolapse 
© by utevosacral suspension 
3) HALeAIN's 
* In REPRODUCTIVE AGE Group 
7 TOC: SLING SURGERIES 


لالس 


ANTERIOR SLING POSTERIOR SUNG 
Anterior Isthmus Posterior Isthmus 
Tensor Fascia. lata Merselene Tape 
ce Abdominal walt s 
CExternal Oblique Aponeurosis) 
PURANDRE'S SLING KHANNA's SUNG 


1. SHIRODKAR ABDOMINAL SLING = UCL Should be (М) 


* Abdominal Surgery 
+ Merselene tape used 
+ Post. Sung Surgery - TOC fov Reproductive 


Women 
(siae (side 
l 4 
Through PSOAS Hook Post isthmus 
V 


Sacrum Sacrum 


Khanna's Posterior sling operation 
(1972) 


ARE's CERVICOPEXY (1965) 


r 


2. SACROCERVICOPEXY 

* mesh used ; kept blw Sacrum (post) and 
uterus ,cevvix- CAnteviorly) 

* Mesh undergoes FIBROSIS and 
permanently attached to Sacrum 

3. MANCHESTER REPAIR aka FOTHERGILL'S 


REPAIR 
* NO Sling used 


* Cervical amputation j reattach Cardinal ligament 
anteriorly i 


can Cause i) Stenosis of Cervix 2)Incompetence 
* done if family complete 5 Congenital Cervix elongation 
4. SHIRODKAR'S MODIFICATION OF MANCHESTER 
* Cervical amputation ~ not done * done if family is INCOMPLETE 
* Utevosacval Length : O 6-8em 
а. 3" Degree Prolapse ; buk she have CO-movbidities fit for Short Surgeries .whak next? 
Ans: LE-FORT COLPOCLEISIS * Remove mucosa from Anterior wall , Posterior wall 
* Befove doing this f/o CA Cervix and СА Endometriam 


* Pt can't be sexually active after procedure 


VAULT PROLAPSE : 5/; POST- HYSTERECTOMY Patients 
* Surgeries done +: T. VAGINAL - (VO done 
7 Sutures bjw vaginal vault and 
(. SACROSPINOUS FIXATION" Sacrospinous Ligament 
2. UTEROSACRAL SUSPENSION 
T. ABDOMINAL ~ 1. SACROCOLPOPEXY — BEST OUTCOME 


2. UTEROSACRAL SUSPENSION 


COLPOSUSPENSION t — * Suvgery done for STRESS URINARY INCONTINENCE > TOC: 


Tvt/ тот 
aka BURCH COLPOSUSPENSION~ Abdominal Surgery support proximal 
( Gold sta for sui) part of urethra 
"ТУТ 7 Trans Vaginal Tape Sling Surgery for 501 aka MID URETHRAL 


SLING SURGERY 
* TOT - Trans Obturatov Tape | Middle urethra supported 


Retro pubic Sx * Both Surgeries ave Daycare Surgery у Vaginal Surgery 


(Retztus Space) 
° as good as Burch Colposuspension 


l 


* Support Only penile urethra - COOPER'S LIGAMENT 
enot an eg. fov Sling Surgery 
POPA (Pelvic Organ Prolapse Quantification): New classification System for Prolapse. 
ج‎ 
* Smooth musde tumor of Uterus * (o Benign Pelvic Tumor (п Females 
* ESTROGEN dependent. ° Reproductive Age ( >35yrs) + (^O Presentation : ASYMPTOMATIC 


* (MO symptom: I. INCREASED BLEEDING /MENORRHAGIA ( x regular cycles) 
(> à00wl ; 5: 407 pt) 


+ (VO Fibroid - INTRAMURAL (35x) • © Fibroid- SUBMUCOSAL (107) “MOST 


SYMPTOMATIC 
FIGO CLASSIFICATION: 0,1,à — SUBMUCOSAL 


3,4 Э INTRAMURAL 


5,6,1 — SUBSEROSAL > become PARASITIC LEIOMYOMAS 


6 —> ExTRAUTERINE FIBROID 


Fallopian tube 
Intramural fibroid rU 


0 - Completely intracavitary | Can be (са ted 
removed - i x p" => 
i e v. 
4- >507. intvacavitavy AN j g 
HYSTEROSCOPICALLY Задах ¥ 
Submucosal fibroid Intraligamentary fibroid 
à - «507. Intracavitavy 
Subserosal fibroid 
Pedunculated 
E Endometnum 
Cervical fibroid j cew 


T. PAIN — if fibroids undergo DEGENERATION, TORSION „ pedunculated Subserosal 
fibroid 
* Degeneration begins usually at centre j Calcification s/t Periphery 


+ (VD degeneration = HYALINE DEGENERATION (607) = occurs in Subserous 

(© degeneration - sarcomatous Degeneration - Rare Malignant change Painful 

* Calafic degeneration - * «0:5 £ - Post menopausal > Ns grows 
(HO) s/w SUBSEROSAL > %p Bladder Stone — Symptomatic 


0 


RED DEGENERATION ¢ pregnancy; painful and 
Red, 


Incidental finding asymptomatic - ECCENTRIC “ WOMB STONE” 


‘sfi ам тм 

* Ale Abdomen - pain , Nausea, Vomiting , + fever 
* Conservative Ry: NPO , iv fluids, Analgesics 

* in Pregnancy : most fibroid donot grow in size 


i. pressure - (M) € Sensorinemral 
Bladder and Bowel 


+ Anterior Wall of Uterus : ^ Frequency of MICTURITION In Pregnancy can 
cause * 
*Posterioy Wall of Uterus: Retention of urine f. ABORTION 
2. RED DEGENERATION 
(U. ABORTIONS Ў INFERTILITY 3. PRE-TERM LABOUR 
4. ABRUPTION 
(0C  USG — Pseudocapsule dh this well demarcated 5. MALPRESENTATION 


“HYPOECHOIC” 6.PPH 


` Small Submucosal fibrotds 2 


MISSED On USG 
Se, BEST Invg: HYSTEROSCOPY. 


SIS : Saline Infusion Sonography 
Cnon- tnvasive) 


FIGROID PoLyP 


* Broad Base “Thin Base 
* From 
Myometrium 
CENTER 


PERIPHERY Do Doppler ^ 


Rx. HYSTEROSCOPIC PoLYPECTOMY 


ADENOMYOSIS 
* Endometrial gland, and stroma cin MyomeTRIUM 


Cle - Menorrhagia. ofw DysmeNoRRHoca (40-45yrs) ° Symmetrical enlarged uterus , globular j 
Bleeding points (d/t withdrawal) 
* tender uterus * growth 10-12 ks size 


Invg: 1% usa but IOC - MRI : Endo-myometrial junction zone THICKNESS - > Iamm 
Sfo Adenomyosis 


*Mekevogenous myometrium -Confirm Diagnosis © HPE ( Post. Hysterectomy) 
“SALT and PEPPER” App. 


Rx0C: HYSTERECTOMY 

TREATMENT OF FIBROIDS 

* Only for Symptomatic fibroids : Menorvhagia 
“Doc: OCP + Blood loss but doesnot veduce 


MIRENA Î Size 
TRANE XA 


+ Drugs which 4 Size, ¥ Blood loss. 
© GnRH Agonist : Should be given continuously . If stopped will Regrow . Cavit be given for 
long duration 
‘given Pre-OP because it reduce intra OP blood loss 


‘Dis Adv: fibroid becomes difficult removal 5 planes of dissection lost. 


4. GnRH Agonist : can be used 
3. MIFEPRISTONE: Ank Ра! — ABORTIFACIENT Nob used in women 
in Reproductive Age gvp. 
А ULIPRISTAL: SPRM (Selective Progesterone Receptor Modulator) 
emergency Contraceptive 
6, AROMATASE INHIBITORS 
Medical Management 
and NOT WING —› MINIMALLY INVASIVE METHODS 
No Response — — —? for Surgery (uterine Artery Embolization) 
do Surgical Management 
NON- INVASIVE = 
MRg HIFU (Magnetic Resonance Guided High Intensity Focussed USA) 

*OPD procedure ‘Relief of symptoms Immediate Fibroid doesnot REGROW 
YL Orton © >51 Number @Calcified Ф Hysteroscopically removed. 
SURGICAL MANAGENT 
I.CONSERVATIVE - family č desired and, to preserve organ ( Myomectomy > Myolysis) 


MYOMECTOMY: 0,1 - Submucosal - Hysteroscopic myomectomy 


Type & Hysterectomy с grae ] Lap >> Abd. 
Subseros 


MYOLYSIS : fertility NOT IMPROVED 


2.RADICAL - HYSTERECTOMY when family is Complete 


*Gavdenella, vaginalis C. albicans T. vaginalis 


(Mycoplasma mobi linus 
Urea plas ma pH <45 pH >4.5 
Peplo streptococcus) 
‘pH >45 * pruritus (mainly) + foul smelling discharge 
+ Seanty Discharge ; because 
* foul smelling discharge X sticks to vaginal wall 


ANDE 


* Grey / off white discharge * Curdy white * Green / Yellow 


* Pruvibis - No Yes Y- 


* Urinary symptom - No Splash dysuria f frequency / dysuria 


+ Puspaveunia. - Мо Yes Yes 


IOC for VAGINAL DISCHARGE * SALINE MICROSCOPY 


* Clue cells - Epithelial cells * Flagellated organism seen 
leaded = Bacteria 


BEST INVESTIGATION 


GRAM STAIN 
' SDA Culture Stuart's Меда, Culture 


AMSEUS criteria - 3/4 

„ри < 46 

2. Grey off white foul * STD , Pavtner Treatment must} 
Smelling discharge * Nob a STD, 

3. Clue celis (20% Epithelial ) Partner is treated 

4. WHIFF Test - POSITIVE if he is symptomatic 
* On 10% KOH - Fishy odour 


‘Not a STD, So NO PARTNER TREATMENT: Single oral dose | + TREATMENT : Metronidazole 
treatment requirement 
150mg Flucconazple 
TREATMENT : Metronidazole 
Clindamycin 


Ц (D) Type - UROGENITAL FISTULA (vve) 
$ (е) cause in developing countries - OBSTRUCTED LABOUR 
developed countries - GYNAECOLOGICAL SURGERY 
* Late complication - (4-10 days Post Surgery) = A" wk 
Diagnosis: 3 SwAB Test. * Retrogradely fill Bladder £ dye omma 
d 0> lower à 


+ upper à swabs ave ‘wet’ and ‘Stained’ 


“if along е lower swab is ‘wet and ‘stained’ [ uRETHRO VAGINAL FISTULA] 


+ if only upper swab ‘wet’ but not stained’ ([ URETERO VAGINAL FISTULA] 


-1f h/o continuous Leakage of urine - No © voiding - VVF 

* If йо continuous Leakage and also O voiding - Uvetero vaginal fistula 
BEST Investigation МУР: CYSTOSCOPY - Site, size, number 

‘Surgery for VVF - LATZKO Surgery. 


ет meiosis Geb arrested. in 
Oogonia — — — l" oocyte MD, DICTYOTENE ——>MTI completed 


(Diploid) bjw Prophase and ak ovulation 
Metaphase 
"4 Polar Arrested in Metaphase : " 
Body Completed after meiosis i. à oocyte 1° Polar Body 
Fertilization € C haploid) 
Female Pronucleus ovum 
CAPACITATION 
“Begins m CERVIX , main site : FT , Duvation: 3hrs , Motility - Epididymis 
* Special motility HYPERMoTILITY — altered memb permeability ; lot of influx to Ca* 


* gets the ability lo undergo Acrosomal Reaction 


* geks the ability to bind to ZONA PELLUCIDA. 


* Commonly used, / Reversible Rapidly н. CuT 380A 
* Safe / Long acting 2. MIRENA 
* User independent 3. MULTI LOAD 345 


1.CuT 380A (aka PARAGARD) |CuT 380A 


/ 
* frame T^ Polyethylene 7 


, 
* Surface avea : 380 3mm ball prevents 
/ Cervical 
+ ‘A’ - Arms eat perforation 
- a" Gen лор 5 Monofilament 


threads 
* Coated © Ваб04 


2. MIRENA 
* poly dimethyl siloxane - around stem 


"UNG -Samg ° Hormone Releasing 
* drug delivery system only on vertical limb 
* Coated € BaSdq - Radio opaque 


+ 374 Gen. UD- Efficacy comparable 
to sterilization. 


*Pavagard +380 Surface Area | “LNG 20 бата 


Release Rate 50mcg / dau 20 mca / das 
Life span lOyrs 5urs 


Drug Released in làyrs 
years 


yrs 


Free of Cost Yes G 


Emergency Yes, most effective laohrs or Ө) 
Contraceptive 5day 


Bleeding ^ menstrual blood flow by 60. | Y ‘irregular bleeding * Amenorrhoea 


Failure Rate 
( Perfect use) 


Typical use 


*In general : MÒ 5/е - Bleeding ( less є 3" Gien) 
* (VÀ cause of Removal: PAIN 


MOA of 10р : Inhibits fertilization > Inhibition of Implantation (doesnot ack by inhibition 
of ovulation) 


POST- PARTUM 10р : inserted сіп 4® of delivery; if not then by end of 6wks. 
POST-PLACENTAL IUD : inserted cin lOmin of Placental expulsion 


‘if threads ave missing : 10C—> USC — If not then do X-Ray Pelvis 


IF WOMAN BECOMES PREGNANT WITH САТ IN-SITU —— If threads are visible 


v 
if Сит is мот má l * Remove the CuT and she can continue pregnancy 
VISIBLE : Could be ECTOPIC: 1р left in-situ there is sed Risk of 
leave it msitu do usa O Abortions © Pre-Term Labour (® Infection 


ABSOLUTE CONTRAINDICATIONS 


1. Undsagnosed Bleeding 5. Ascitic pelvic infection; CACervix, CAUterus , Adnexo. 
and other pelvic tumors 


2. Suspected Pregnancy 
3, WILSON's Ds (absolute for Сат) 


6.Breast cancer (Absolute for MIRENA) 


4. Severe Dysmenorrhoea /Menorrhagia. 


4. Severely distorted uterine 
cavity (Anomalies) 8. cin 6wks of CS 


+f Risk of Infection € WD is only in 1* 20days post -insertion 


( 


V Risk of PID because effect of LNG on Cervical mucus (THICK SCANTY) 


CuT > Mirena (VD organism: ACTINOMYCES 


LNG — Endometrium — ATROPHY" 
MULTILOAD 315 


MULTI LOAD 345 
*Cu? device - Arms Bent Ы 


* SA 835 : only on vertical limb WT А 
* Pre-loaded on INSERT k 
* Expulsion Rate less 


* Life span- бун; 


FRAMELESS IUD 
FRAMELESS IUD 
* Pain is less 3 good for Nulliparous ; 4# Gen 


1. GYNEFIX 330 - copper cylinders - attached 
to Polypropylene suture 


2.FIBROPLANT - LNG (tameg/d , 20meg /4] 


MEDICAL CONDITIONS AND CONTRACEPTION 


* Diabetes and Heart failure — if not decompensated — IUD Safe even in Hiv 


+ No Need for Antibiotic Prophylaxis 
if decompensated + 
+ 
give Barrier method. Condom ( Barrier) - prevents 
transmission. 
oce 
< Classified on Dose ( Amount of ©) and, Generations (©) 
* Hugh dose - по longer used = > 50meg * Low dose - < Ѕотсд C avg. 30-35 meg) 
* Very low dose - £ 20meg * FDA - lomeg 
Generations 
ااه مدا‎ 


18 Gent No Longer used for contraception eg. NORETHIN DRONE 
а" сеп: LNG 

3 Gen: DEsoGEsTREL Dused 

4" Gen + Spironolactone derivatives eg: DRDSIPIRENONE 


MALA N/D : Both have 0.03 тд of EE and O-I5mg of LNG + Ferrous fumarate ( iron salts) 
С» free of cost 


(7? of LH Surge 
MOA of OCP: Inhibition of ovulation Estrogen - inhibit folliculogenesis 
О) sje : Breakthvough Bleeding Progesterone - acts on endometrium (mucus) 


Ideal: Start 4% day of LMP if >Sdays of UMP -use backup method contraception 
Ein 5 days of имр 
"if. misses 4 pill 5 it has tobe taken as soon as possible /noticed. Next pill whenever its due 


‘if à pilis ave missed ; back up method of Contraception 
F/R — Perfect use — 0-1 * fertility will return in most woman by 40 days 
Typical use — 87 
* Other drugs - ENZYME INDUCERS (4 Efficacy of OCP) > Phenytoin/Phenobarb / Rifampicin 
*Among Contraceptive method LEAST RISK OF ECTOPIC: OCP 


* Reduce Risk of PID — If infected g cmamyoia } SUBCLINICAL 
CANDIDA 


+ OCP's - V Risk of Ovarian, Endometrial , Colon cancer but Ф Risk of Cervical CA (if used >Syrs) 


Reversible 
CA BREAST — NO 4 th Risk. Hepahic Adenoma t 
Benign Breast ds - PROTECTIVE 
ABSOLUTE ©/т 
t. venous thromboembolism 5. DM € vasculopathy 4. Undiagnosed Bleeding 
а. CAD 6 K/¢/o Breast CA to. < 6wk Post partum 
3. Stvoke 1. Age >35yr + Smoker n. Dervanged LIVER Ergymes 
4. Migraine ¢ Aura, €. Suspected Pregnancy 12. Breast feeding 


MINI PILLS (Pops) = Very low dose Progesterone 
“MOA: makes Cervical mucus - THICK * Should be taken at the same time everyday 
* Safe Period - 3hrs 
"Eg: CERAZETTE - 0-46 mag DESOGESTREL ; Only POP - MOA: inhibition of ovulation 
Safe period : làhrs 


GD s/e » lrregUar Bleeding а) Cyst formation 
(METRORRHAGIA) 


CONTRACEPTION OF CHOICE 

‘in Breastfeeding patients - PoP > 100 ; started immediately after delivery 

‘Jt + 1. Suspected Pregnancy 2. Curvent Breast CA — 3. Unduagnosed Vaginal Bleeding 
POP : f Relative Risk of Ectopic Previous h/o Ectopic - NOT А Yi 


VAGINAL RING : NUVA Ring — E+ P— EroNOGESTREL at (20 meg /а 
о 


EE ak 15 тед /а 
Moa: Uterus 
Absolute €/z : | same as OCP 
Side Effects : 
"Outer dia = 55mm -Cross Section = 4 mm Vaginal ring — | 
* Put in vagina 1% day of menstrual eycle 5 
remains in vagina for 3wks ,removed after 
dwk Vagina 


* New Ring to be pub after withdrawal Bleeding 
* Ideal : Remain in vagina even ak the coitus. If removed , then it should be put back cin 3hrs 
TRANSDERMAL PATCH ( E +P combo) 
f? Release Rate: 160 meg/d 

* аосм? patch € 3 layers * 0-15 ЕЕ + 6mg NORGESTINATE (3"4 Gen P) 

an ak Qo meg/d 
‘New patch put every wk x 3wks 5 then 4 wk patch free 
"МОА + Same as OCP * ABSOLUTE C/T: Same as OCP 
* ^ RISK OF VTE + Patch >> OCP 
NON-STEROIDAL CONTRACEPTION 
1. SAHELI = Chaya (Free of Cost) 


+ CENTCHROMAN has ORMILOxIFENE (SERM) 


* MOA : makes Endometrium Out of Phase 
Cinhibits implantation) 


* Developed at CDRI,Lucknow (441 


* SJE : Delay in Return of Menstrual de 
+ EACH ТАВ = 30mg, Twice a week 4% 3months then 4 pil/wk. 


2. DMPA (Dero MEDROXY PROGESTERONE 
ACE TATE) 
* Depo Provera + given Ím (deltoid /Gluteus) 


*FREE OF COST - ANTARA 


* 150mg MPA • Given every З months 5 E. Depo-Provera’ 
4 (vj. a year 150 mg/ml 2, 
ч же 


МОА: Inhibition of ovulation "150 ma/svring® 
C cervical mucus- Thick , Endometrium - Atvophic) EM 

* given cin 3daus of UMP Lem a4bvs) 

* can be given in Breast feeding 5 immediately after delivery * V PID Risk 


* (VO S/E irregular Bleeding (Metrorrhagia) у V Bone density 5 delay in Return of fertility 
(ava, about 1Q2months ) 


‘Absolute C/1 : (P only compounds) * undiagnosed Bleeding * К/с/о BREAST Cancer 
* Suspect Pregnancy 

“useful in pts of O EPILEPSY - V Seizure episode by 1 Seizure threshold 

® SICKLE ceu. ANEMIA - 4 Sickling Crisis 

* H/o Ectopic - мот a т for DMPA 

IMPLANT ед: IMPLANON ; SUBDERMAL 

* Single ROD device 

‘Only (O > ETONOGESTREL 68mg at 61meg/d 

* 4cm long - Effective for Span of 3years 


* have lowest F/R = 0-057. * Most Effective 


* F/R of IMPLANON - 0-017 


* MOA : inhibition of ovulation у 
acts on Cervical mucus , endometrium 


Irregular Bleeding - (9 S/e 
* NO Delay in Return of Fertility 


* 4% 4days after LMP *OPD Procedure 


+ ABSOLUTE C/r.: same as other (Б) compounds 

EMERGENCY CONTRACEPTION 

* Most Effective EC : CuT сіп 5days 

* Most Effective EC : ULIPRISTAL > MIFEPRISTONE > LNG > (0) used = бд tab SD or 

2 J [Ru 4$6 as à divided doses 
‘30mg SD *10-50mg 5р là hrs apart. 
“SPRM * SPRM 
OCP's ean also be used. 

МОА : delay in the ovulation by delayin LH Surge > Inhibit Implantation 

EC > Interceplives. Ideal EC: сіп Ҹа һу of an unprotected intercourse 

Effechivenes: al EC > uplo lao hrs (Sdays) 


‘NO TEST Required “NO PELVIC Exam” Required 


* Most effective at 5 ^ day of unprotected intercource = CuT > Wlipristal 


* DANAZOL - 400m; BD ; las apart 
* LNG - MD used EC — 0-35wa stat and after Iàhrs 
“EE SOmeg t LNG O-à5ma ( YUZPE Method) = taken as atab stat and & tabs after làhrs 


(Tota = aoomeg + amg] 


CONTRACEPTIVE PRESCRIPTION 


1. Adolescent girls - Low dose Coc pills 5. Interval - < 35yrs ¬» Pu / uD 


> 35yrs > 10р 
2. Newly Married Couple - OCP 
6. Stop future pregnancy – Sterilization 
3. Post Abortal : Pill > 10р 
3. Oldey women - Low DOSE pills can be 


4. Post Partum continued till menopause 
Мэ Lactating + POP > IUD (lowks) 


8. Women ak Risk for STI's : Condom £ 
if Non-Lactating: РОР > 10р (3wks) another method. 


1. FEMALE STERILIZATION 

“for PP - Minilap = Modified Pomeroy preferred у done uplo days РР (Post Partum) 

* Laparoscopy used for interval sterilization - NOT ADVISABLE for PP pts for 6wks 
following delivery у not in pt € heart ds. 

*Hb should not be < 89/41 


* HIGHEST FAILURE RATE : CLIPS and BIPOLAR CAUTERY 


* LEAST FAILURE ВАТЕ : UNIPOLAR CAUTERY and POST-PARTUM LIGATION 
* Maximum chances of REVERSAL : Laparoscopic Tubal Ligation € CLIPS 


* Maximum Risk of ECTOPIC : BIPOLAR * LEAST Risk of Ectopic: PP © PARTIAL 
SALPINGECTOMY 


“BEST PROGNOSIS for REVERSIBILITY – ISTHMOISTHMIC Type 


VARIOUS TECHNIQUES FOR TUBAL STERILIZATION 
A. IRVING PROCEDURE : Least Likely to fail В. POMEROY PROCEDURE 


* Medial cut end — Buried in myometrium * a loop of oviduct Ugated , knuckle of tube 


posteriorly excised, 
* Distal tend — Buried in MESOSALPINX * SIMPLEST ‘F/R - 0157 
C. MADLENER PROCEDURE D. PARKLAND PROCEDURE: Modified POMEROY 
* knuckle of oviduct is crushed and ‘amid segment of tube is separated from the 
then Ugaked cout resection mesosalpinx at an ovarian site and dhe 
Separated tubal segment is ligated proximally 
6: чи and distally and then excised 
F/R : 0254 
E.KROENER PROCEDURE F. UCHIDA ( NO FAILURE) 
* bube is Ligated across the ampulla. and * Saline € Epinephrine inj into subserosal area 
distal portion of ampulla ,including of tube 


ом of the fimbriae i resected. 
* Medal stump buried in MESOSALPINX 


* performed at any time , of ten done 
ak CS delivery * Lateval stump ligated , kept outside 
MESOSALPINX - PURSE STRING SUTURE 


ELECTROCOAGULATION TECHNIQUE 
‘causes greater tubal damage © F/R > UNIPOLAR - 0357. , BIPOLAR — A4E% 


“BIPOLAR CURRENT SAFER THAN UNIPOLAR j but UNIPOLAR Coagulation appear to have 
the lowest failure rate. 


MECHANICAL TECHNIQUE 

1. ҒАІОРЕ (YOON) RING Technique F/R - 1-41 

*non-veactive silicone rubber band measure 3-6mm in Outer dia is used. 
* loop of tube should clearly contain à complete lumens of tube. 

* more painful POST OP d/t a” ISCHEMIA 

2.HULKA CLEMENS CLIP TECHNIQUE F/R - 3-65 

‘only 4mm of tube and virtually none of the blood Supply is destroyed. 


3. FILSHIE CLIP TECHNIQUE F/R - 04 -1-27 


* dup of Titanium € Silicone Rubber lining 5 applied Laparoscopically 


INTERVAL TUBE FAILURE 
l. Surgical errors - 30-507. 
a. РЕ was already pregnant at the time of Surgery- LUTEAL PHASE Pregnacy 


3. Oeclusion Method failure may be 4t fistula. formation, which may follow 
Electro cautery procedures 


4. Equipment Failure , $/a Defective Electric Current for the electrocautery also may be a 
causative factor 


PUERPERAL STERILIZATION FAILURE 


"ECTOPIC PREGNANCY: Ve of pregnancies thak occur after a failed electro coagulation 
procedure ате ectopic 


POST TUBAL LIGATION SYNDROME : I. Pelvic 2. Ovarian cyst 3. Menovvhagia. 
discomfort formation 


MALE CONTRACEPTION | os 


|. HORMONAL : 1. TESTOSTERONE ENANTHATE - 200mg wkly 
2. TESTOSTERONE BUCICLATE - x 3-4 months 
3. GnRH Antagonists © TESTOSTERONE ~ Dally Injection. 


2. ОМАРА. TOXINS + 


PARTIAL REVERSAL : 1. &oss yPoL. —— Hypokalemia 
2. NITROFURANTOIN DERIVATIVES —> Pulmonary fibrosis 


SPERMICIDES : 


LBENZALKONIUM CHLORIDE : causes Electrolyte imbalance of aqueous phase of Cervical mucus 
coagulakes ovulatory mucus 


2. NONOXYNOL : has ANTI-CHLAMYDIAL Action 4 INACTIVATED By SPERMACROSIN. 
3. OCTOXY NOL : disrupt the cell membrane by interacting € cell membrane Lipoprotein 


4. C3IG 5. Polystyrene Sulphate 


IMPLANTS 2. NON- BIODEGRADABLE INTECTABLES 

1) NORMPLANT T and li t.DEPOPRoVERA б. ORG 2154 
1. BIODEGRADABLE 2) IMPLANON 2. MESIGYNA 
1) Caproxor Z) UNIPLANT 3. CYCLOFEN 


2) Annuelle 4) ST- 1435 4. NET-EN 


MALE STERILIZATION 

* Remove a piece of vas , atleast 1ст after clamping 

* Not Sterile upto 30 ejaculations —? So, during that time use another Contraception must be 
used for 3months 

* COST WISE: 5 VASECTOMIES fe 1 TUBAL LIGATION 

Complications + 


1. OPERATIVE : pain, Sevotal hematoma, local infection (37) 


2. SPERM GRANULES: accumulation of sperm — presenks 10-l4day POST-OP. pain, swelling 
as hard Imm large mass. 


5. SPONTANEOUS RECANALIZATION - 0-67. f/u upto 3yrs 

4. AUTOIMMUNE RESPONSE: 27. men have Abs against their own sperm 

6. PSYCHOLOGICAL 

(V9 cause : MISTAKEN IDENTIFICATION OF VAS. 

GUIDELINES FOR STERILIZATION : 

1. Age of male client below 60yrs 

а. Аде of female aa-Adyrs 

3. Client should be married or ever married 

А. Couple must have 4 living child Ayr old at the time of the operation 

6. \p they have >а children 5 lower limit of husband / wife can be relaxed. 


6. t is Suffient if the acceptor declares having obtained consent of his/her spouse lo 
undergo sterilization operation cout outside pressure , inducement or Coercion. 
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